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THE ABC OF THE NURSING SHORTAGE 
As far as physicians are concerned, the situa- 
tion with regard to the shortage of nurses is 
as simple as this: 
A. No practicing physician can give as much 
or as good service to his patients as he would 


like to give without the sufficient and efficient 
help of nurses. 

B. There are not enough nurses now and the 
shortage promises to become more acute over the 
next few years. 

C. Therefore, any practicing physician, and 
those as well who are not in active practice but 
who have the interests of patient and profession 
at heart, should devote all available time and 
opportunity to relieving the shortage. 

Certainly no physician in Illinois will deny 
the force of that reasoning, or will refuse to 
co-operate with the committee named recently 
by Dr. Edward L. Bortz of Philadelphia, Pa., 
president of the American Medical Association, 
to study the nursing shortage and recommend 
a method of solution. That agency, known as 
the Committee on Nursing Problems, headed by 
Dr. Thomas P. Murdock of Meriden, Conn., 
chaifman of the council of the Connecticut State 
Medical Society, has asked editors of all pro- 
fessional journals to echo the alarm now sound- 
ing throughout the country. 

The following paragraphs offer some brief 
thinking on the subject and, what is most im- 


portant, outline the physician’s role in the solu- 
tion. 
WHY A SHORTAGE? 

There are many reasons for the current lack 
of enough nurses to care for our sick. Thousands 
have been taken by the Army, the Navy, the 
United States Public Health Service, the Veter- 
ans’ Administration, or by local public health 
services. Many more have decided in favor of 
marriage and still others have left for other lines 
of work. But, when it is all boiled down, it 
amounts to saying simply that nursing as a pro- 
fession has failec to recruit enough new students. 

There are many reasons for that, too. Many 
schools, especially rural, have been closed because 
of the demand for specialization. Four years 
of high school and three years’ training are re- 
quired to make a good nurse, in contrast to the 
two years high school and six months or so of 
business training which make a mediocre stenog- 
rapher. Many young girls — or their families 
for them — are reluctant to face the unattractive 
phases of the nurse’s duties and responsibility. 
And there is always the singularly important 
fact that the mediocre stenographer soon earns 
more for an easy 40 hours than the best nurse 
with her long difficult tour of duty. But, again 
boiled down, it amounts to the fact that nursing 
as a career has not been made attractive enough 
to overcome these obstacles as they are sure to 
be pointed out to the intending student. 
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THE SOLUTION 

The solution is obvious: Make nursing over- 
whelmingly attractive and thus recruit more 
students. 

How shall that be done? 

The American Nurses’ Association, Inc., rep- 
resenting 155,000 nurses, has outlined three es- 
sential steps to accomplish the purpose — the 
second ABC of the nursing shortage: 

A. Give nurses economic security. 

Nurses’ wages are too low. The United States 
Department of Labor in October, 1946, found 
that nurses’ salaries amount to $176 to $175 
a month. One in every four get less than $145. 
Most of them work at least 48 hours a week and 
many work 54. 

B. Gwe registered nurses by legislation the 
highest possible standards of licensure to pro- 
tect them from the competition of half-trained 
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“practical” nurses and to prevent their exploita- 
tion by hospitals. 

Though, in view of the shortage, it would be 
harmful to bar “practical” nurses now, suitable 
licensing requirements would control abuses and 
lay a foundation for adequate supervision later. 

C. Support the American Nurses’ Associa- 
tion’s counseling and placement service. 

That is a free service designed to promote a 
more equitable distribution of nurses to all sec- 
tions of the country. 

The program is simple enough; it is stated 
forthrightly and frankly. 

As the American Nurses’ Association points 
out, the critical situation facing Illinois like 
every other state is one that requires the co- 
operation of many agencies — schools, hospitals, 
government and public health officials, social 
welfare and other groups, as well as the physi- 
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cian. But the physician, carrying the ultimate 
responsibility for his patients, in or out of hos- 
pitals, is most concerned and should be most 
co-operative in helping find the solution. If 
every doctor will throw all his influence into 
the campaign to improve the attractiveness of 
the nursing career, he can then assist to his full 
ability and with a clear conscience in helping 
to recruit every available potential student. 


It is impossible to over emphasize the need for 
active recruiting. Only 30,899 students were 
admitted during 1946, while during the previous 


. year there were 56,567 admissions, and even 


in 1938 there were 39,000. In 1945 there were 
130,909 women enrolled in hospital training 
schools, while in 1946 this number was reduced 
to 112,885. 


The American Nurses’ Association has sug- 
gested that each governor call a conference to 
discuss activities that may be undertaken locally 
to stimulate recruiting; certainly regional con- 
ferences within each state would be helpful. But 
again the individual doctor must bear a full 
share of the effort. 


It should also be pointed out that one of the 
most effective functions of a health council — 
formation of which in all areas has been strongly 
urged by the Illinois State Medical Society — 
should be the recruiting of student nurses. Per- 
haps little can be done immediately to relieve 
the shortage beyond calling back to service those 
who have left for marriage or other careers, but 
an adequate number of new students is the only 
permanent hope for the future. 





CONFERENCE OF STATE MEDICAL 
SOCIETY SECRETARIES AND EDITORS 

The Annual Conference of State Medical Asso- 
ciation Secretaries and Editors was held at the 
American Medical Association Building, Chi- 
cago, on November 7 and 8, 1947. As has been 
the case over a period of years, there was an 
excellent representation from nearly every state 
and territorial constituent society. 

The first half day session was devoted to dis- 
cussions of effective technics in preparing and 
displaying exhibits for lay groups and arrang- 
ing scientific programs, survey of group practice 
and the role of the physician in school health 
programs. Following these presentations, ample 
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time was available for a question and answer 
period which was used to good advantage and, 
as is usually the case, this part of the program 
was well received. 

In the afternoon a panel discussion on the prog- 
ress of prepayment medical care plans was sched- 
uled, with four speakers on the following sub- 
jects: (1) Medical Society Plans (2) Coopera- 
tives (3) Associated Medical Care Plans Ine. 
(4) Private Insurance Plans. Following these 
presentations, there was an interesting half hour 
general discussion period, in which many ques- 
tions were asked, most of which were of a con- 
troversial nature. 

One of the most interesting features of the 
program was the round table discussions, with 
five basic subjects carefully selected, and the 
entire group permitted to choose the subject of 
greater interest. Unfortunately only one hour 
and fifteen minutes was devoted to the round 
table discussions. More time should have been 
available so that everyone in attendance could 
have had an opportunity to give his individual 
views on the subjects. 

The five subjects selected for the round table 
discussions were (1) Public Relations (2) Rela- 
tions with Labor (3) Federal and State Legisla- 
tion (4) Rural Medicine (5) Planning and Con- 
ducting State Medical Conventions. A modera- 
tor and two leaders of discussion had been se- 
lected for each of the round table presentations, 
which added to the interest. Unfortunately, how- 
ever, with the selection of five highly important 
subjects it was not possible to get the ideas and 
suggestions of many who were present and would 
have been willing to give their own ideas if the 
opportunity had been available. 

The large group divided up again for the eve- 
ning session, with dinner meeting and program 
for the secretaries in one room and the editors 
in another. The subject for the secretaries forum 
was “How Can the Activities of the American 
Medical Association and State Medical Societies 
be Better Coordinated?” With a moderator and 
four speakers this was an unusually interesting 
meeting. 

A State Medical Journal Clinic was the sub- 
ject for discussion at the editor’s dinner, with 
a moderator and four speakers scheduled to dis- 
cuss format and topography, literary aspects, 
editorials and scientific material in the four state 
society journals which were selected for the clinic. 
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In each of these meetings, ample time was ar- 
ranged for discussion, and many questions were 
asked and the answers given by the speakers. 

Reports of round table discussions were pre- 
sented the next day by each of the moderators 
who endeavored to give the entire group the 
trends of the deliberations and discussions which 
developed during the individual round table ses- 
sions. These reports were all well presented 
and well received by the group as a whole. 

The last speaker on the program was Louis 
H. Bauer, Member of the Board of Trustees of 
the American Medical Association, who talked 
on The World Medical Association. Doctor 
Bauer is a member of the committee from the 
A.M.A. to attend the conferences in Europe, was 
thoroughly familiar with the subject and gave 
in detail the plans for this World Medical Asso- 
ciation. It is quite obvious that we shall all hear 
more about the organization in the near future. 

The American Medical Association is to be 
commended for the annual Conference of State 
Society Secretaries and Editors, which is in- 
variably of much value to the large group present 
each year. Mr. Theodore Wiprud, Secretary of 
the Medical Society of the District of Columbia, 
was selected as Chairman for the session, and 
filled this office in a highly satisfactory manner. 
The program for the Conference each year is ar- 
ranged months in advance. This naturally insures 
a better program, and each secretary and editor 
is asked to submit his own suggestions relative 
to speakers he would like to have on the program, 
as well as subjects which he individually be- 
lieves should be presented. 





AMERICAN MEDICAL ASSOCIATION 
DIRECTORY 

For many years the American Medical Asso- 
ciation has been publishing the Directory every 
two years. The last Directory was published 
in 1942, and since that time it has been im- 
possible to publish a new edition on account of 
war restrictions, shortage of paper and labor. 
It is planned to publish the new directory in 
1948, and it is hoped that it will be possible 
to continue publishing it at the usual interval 
thereafter. 

During the month of November every physi- 
cian in the United States received a directory 
card requesting information to be used in com- 
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piling the new directory. Every physician should 
fill in the requested information, and return 
their card promptly to the A.M.A. in order that 
there will be no unnecessary delay in the pub- 
lication of the directory. 

The A.M.A. directory is replete with essential 
information desired by medical societies, allied 
professional groups, insurance companies, phar- 
maceutical supply houses, and many other or- 
ganizations and groups desiring information con- 
cerning the physicians of the United States and 
Canada. Physicians submitting this informa- 
tion on the directory card are not in any way 
obligated to purchase the directory when it is 
available for distribution, although many mem- 
bers of the medical profession will undoubtedly 
want it in their office and will use it frequently 
when they want accurate information concerning 
physicians, hospitals, medical schools, medical 
societies and their respective activities. 

Every physician who fails to receive a directory 
card from the A.M.A. should by all means write 
the Directory Department of the American Medi- 
eal Association, 535 North Dearborn Street, Chi- 
cago 10, Illinois and ask for a duplicate card so 
they will be able to submit the information which 
is essential to insure proper listings in the direc- 
tory. 

This directory is outstanding in its field, and 
gives more information than any other simi- 
lar publication ever published in this country. 
Do not fail to return your directory card, or if 
you failed to receive one, write promptly to the 
Directory Department and ask for a duplicate 
card, then give the desired information and re- 
turn it without unnecessary delay. 





NEW ILLINOIS MEMBERS INTERNA- 
TIONAL COLLEGE OF SURGEONS 

At the Twelfth Assembly and Convocation of 
the United States Chapter, International College 
of Surgeons, held in Chicago at the Medinah 
Temple on October 3, the following named doc- 
tors from Illinois were among the 810 surgeons 
inducted into the College: 


FELLOWS: 
William A. Hendricks, M.D. ............ Chicago 
Joni. FINEDTANG) DEED: oie. o6.ctes oe abies Chicago 
Frank: G. iOreichter, MSD. 5... ecco cones Chicago 
Maniace 8. Saceps MED: 22S ei: Chicago 
William: Johnson, ‘MAD: 4... 26 0...00 260 Galesburg 
Agron FE -isanter. M4 Dic.:'.). seciswesdesds. eke Chicago 
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Mampar Kelikian, MeD:. .: 0d. cedednced Chicago 
Noman G. Patty. MED. «0.06 0s es ohn Chicago 
Richard A. Werte: MDs eine scecide Chicago 
Bans 1s, Wonner= MDE os ccc ok telex als Chicago 
Paul D; Reinertsen, M:D; ......:255....%% Canton 
pretet A ROSs MON ached sb cstvieliiea de tae Chicago 
Joseph A. Shacter, MED» ...05ecceeeueis. 2. Chicago 
Bierman. A... Strattss, Mee cos ies ioceiee. Chicago 
Siegtried: DB. Strauss; MUD. 22). cn. . Chicago 
Ciittord-P. Sullivan; MD: .2......0265 064. Chicago’ 
William :B. Sullivan, MD). oc.s..... sce. Chicago 
Henri H. Weathers, M.D. .......... East St. Louis 
Edward H. Warzewski, M.D. ............ Chicago 
Names Cs (Carey Mi ce. use ee ce een Joliet 
Max Chatles Ehriich, MoD) .. 2.06362... Chicago 
Morris YT. Briedell: MEDS on. ned. ees Chicago 
Louis D, Moorhead, M.D. .............. Chicago 
Beo-Mi Morse NORE 5 ess cs sive ores)sic Chicago 
Charles IN. Pease MD. 5 inks cess ese a oo OMCARO 
Dorsin PB. Ruanick: Map) ...4..6c6kidan. Chicago 
Max S. Sadove, M.D. .... PNR S eis Lee Chicago 
REGUS SAVIEE MD: coi o.ce ccresensicee etieee wer Chicago 
Philip Js Stein MED» occc-siies oc acne. ss 5. Cnicage 
Matthew E. Uznanski, M.D. .............. Chicago 
Arnold Schimberg, M.D. ................ Chicago 
John ‘Cullen ‘Boodell, MAD, ....05.. 625-554. Chicago 
Helen Louise Button, M.D. .............. Chicago 
William Bernard Campbell, M.D. .......... Chicago 
Claire Eugene Garr. M.D. ................. Chicago 
Everett P. Goleman. MOD: .....-..0.0.8..4. Canton 
Arthur: Wale Me cc63 scsiacs se slag eee eee Danville 
August Fiore Waro, M.D: . 5:00.05. «0... (Chicare 
Peet bees aed 5c] ah 12 9 a ae Chicago 
Tosephu Welfeld.: MED wi. /o%.cieeciee ec Aiceces Chicago 
Hensy ©: Wernicke, Me) .....4:50..0% snes Chicago 
George L. Aptelbach, MED. ............. Chicago 
Aprons Mie, acOtin NE cocks ces ccc cute conse er Chicago 

Jamies: J. Gallahan: "NED) 6. cece wns Chicago 

James Ty ‘Case eNO niin ee. ye heago 

Naurice He Cottle: NMED) 22.66. ec cee es Chicago 
rank BP: Braider. WUD» 6.3. 6 cciccc ccs nc OMIEAZO 

Raymond ‘Green MED a. cies sno sins cae Chicago 

Chester Chafipell Guy; MED) ...0.6..0 005 3 Chicago 

Charles M. Hausman, M.D: ............. Chicago 

Robert J. Hawkins (MAD: 2.6. 6.4 ote cee 3. Chicago 

Alexander J; Vavois; MeDi oi... 66. dcc eas te Chicago 

Bronte 3) itkas MED ieee cei ee bes Chicago 

Tote Tx: Weeutevs Wee) 5 rsa. d5+s0.5-ds pe Chicago 

Raymond J. Kennedys MUD. ccc ncet nt es Joliet 

Donald D: Kozoll. M.D. ............0...+:< Byanston 

PCs (0) Fae] Se Rs 2) A a Chicago 

Tadeusz Maryan Larkowski, M.D. ...... Chicago 

Abraham k. Dash. Me) 5.55 <scecc vison ona Chicago 

JO CORI LE GTS G30) 2 tr ae es ee Chicago 

Manuel E. Lichtenstein, M.D. ............ Chicago 

Charles“ Hi. Mciserna, MoD) occ. es. Chicago 
William M, McMillan, M.D. .............. Chicago 

Harry A. Oberhelman; MED. .<........... Chicago 
John B. O’Donoghue, M.D. .............. Chicago 


Louis Philip River, Mab. ...¢ ccc ccs. Oak Park 


EDITORIALS 317 


Anthony S. Sampolinski, M.D. ............ Chicago 
Carlo S: Scudetn, MIBK. .ciccseacccsns os 2k56 Chicago 
Eividese Seed) MB e035 ds nwlaedcswaeca ee Chicago 
Harry sete MED 0 vsee cn. ce sp eceecans Chicago 
Ralph C. Sullivan, M.D. ................ Oak Park 
Pirkell Me Vaughty MEBs. occ. sect ces cas Chicago 
Walter’. Risin: MiDi ccc cere cs nee Chicago 
Samuel L. Governale, M.D. .............. Chicago 
Walter F. Reieht NEB. eccs cs cede denctis Chicago 
levine}. Speigel MEDS occ ccc cas aweess Chicago 
Howard Parks Sloan, M.D. .......... Bloomington 
Josenin is Bellas MER 5. cose cocryie ches gees Peoria 
ASSOCIATES: 
Maxx Betnaties MDa cccsce so elcc erecases Chicago 
Charles B. Boylan: MED: «2...c6e ec oes con Chicago 
Josep. Cascind: MD. ...666..5.<.22s.~.. Cineage 
‘Fracoley Comem WEE it csc ec cess he secnceniaas Chicago 
Matthew E. Creighton, M.D. .............. Chicago 
Peter j- Rrereties MR occ occ nccceeen cons. Cicero 
Ethelbert A. Lutton, M.D: ................ Chicago 
Everett. EB. Nicholas MED. ccce scence Oak Park 
Joseph A. Pathka, MD. ....60 2.2202 0s+5 es Ehigago 
CharleseAy ROSS ND oc. oe olen ne ca pera Galesburg 
Joseph Stlversteim NOD ..... 600.2. c kes Chicago 
Stephen bo Vite WE oie eritoss canes Chicago 
Davie A. Bennett. MD concoct cs ccece ius Canton 
Adolph Martin Brown, M.D. .............. Chicago 
Jack: B. Deutsch: MID)... <4 s. 05. 3a0issa. Ghieago 
Harry). Pouumer, MED... ccc kee ca wuss Chicago 
Bitriest EreSche We icisrcee sche cciee tale wars Brookfield 
William: E. Jakopich:, MAD: .......- 0.20000. Chicago 
Calvert. Pa Bane MAD oc ccncwscis wcieand cys Chicago 
Grant WW Been NE ool cict.k. cette arena es Peoria 
Henry G: Beseher: MDs cei scnvics cones Chicago 
Theodore L.. Eescher, MiB 2... ee. ctce es Chicago 
Richard b. Murolty, MiB) ..2...265 265.6. Chicago 
Harry Michael Peterson, M.D. ............ Chicago 
Edmundi A, Proby. MLB 2c: secs cec acces Chicago 
Asnold) Schimbere: MLbn 2... «oes es niga Chicago 
Edward J. Swastek, M.D. ................ Chicago 
Joseph J. Tovarek, M.D. .................. Chicago 
George BE. DeFrana, Moby . < .cn:.. sees eu: Chicago 
Milan Michael Wasick, M.D. ............ Chicago 
Beriy. Hi Wiessehe Vi «oc isrceiats Sateen Moline 
Francis We. Youne: MDe. ...cccc. ec. cc ne: Chicago 
Frank Robert Derengoski, M.D. ......... Chicago 
Anthony M. Barone, M.D, ................ Chicago 
Ray Wilsons Doud> WEDy ..).05 ec tae Normal 
Jerry Ernest Fleischner, M.D. ............ Chicago 
Made: Gardin ME once ese kee sine Chicago 
Jacob A= Glasamati We Ds. soins ction Chicago 
Ieuthies Ni; Lorance: Mic ccie sc ccre wen’ Chicago 
Felix A. Mackowiak, M:D. .........:..:. Chicago 
Borne We Mason, MIDS ..oo06 cc sccccencs Evanston 
Raymond-}.. Murphy, MD: .....2.0.5.2.5 Chicago 
Joseph Michael Anthony Pape, M.D. ...... Chicago 
Fred Michael Sheehan, M.D. .............. Chicago 
BawiniSs Siiaiko MAD. sic. lecece tenet. Chicago 
DurandeSauth, MD. on. ss nesses ieee Chicago 
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DonaldG, Sullivan? M&D...... 6.06. .ccsews Chicago UREA WARICOMEN NICD: oo) 55, 55666 Save ecorars Blue Island 
Ciaries 4; Weigel[ OLD... 5.5 .05é20c%058 River Forest STEEN 1c) 6 de. Ls Da eee ee ee Chicago 
Sol Milton Wolffson, M.D. .............. Oak Park micuard’ ©, “Galosio: GNI) hac5< saw we Seales Joliet 

Prank C. awler IM: 52.5 oc cas sieveicres s'0h Chicago 

AFFILIATES: Joseph M: everson, MED» 3...:.0i0.i0 cnet n e's Chicago 
Robert W. Elworthy, M.D. .............. Elmhurst Arthur F. Romanski, M.D. ..... css Sarees Chicago 
Prank Karl Pleischli, M.D. ......6.:..5. Springfield Joseph P. Cangelosi, M.D. ...........-..-. Chicago 
plore dy On. (y-Tean |, B: bea ie aera eer Chicago Kyle Chester Hawkins, MD: «06. o6sisiscee ae Chicago 
Nelson GC. jefierson MOD) o........56:0665455 Chicago Ray Milton Langdon, M.D. ............-.. Chicago 
Thaddeus M. Klabacha, M.D. .............. Chicago | Simon V. Markiewicz, M.D. .............. Chicago 
Frank Philip Kraft, EC gee ee ee ee Chicago Angelo Louis Vincenti, 10 1 rae ae ae Re Chicago 
Robert 1; AseSace MDs aie cece ks Dixon MATRICULATES: 

Clement J. Michet, M.D. ................ Chicago Irving Freiler Stein, Jr., M.D. ............ Chicago 
Albert R. Rosanova, M.D. ................ Chicago Rosario Charles Drago, M.D. .............. Chicago 
Vincent F. Torczynski, M.D. ............ Chicago ASPAGINVADGEE MIDs. oie e:cien slew woias nactatenwe Chicago 
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MORE OPERATIONS FOR STOMACH 
CANCER EACH YEAR; FEWER 
MORTALITIES 


Over a ten-year period the percentage of oper- 
able cases of cancer of the stomach, which ranks 
second only to cardiovascular disease as the com- 
monest cause of death in the United States, has 
steadily risen. During the same period the per- 
centage of cases in which surgeons recommended 
gastric resection — involving the removal of 
part or all of the stomach — has also increased. 
At the same time, the mortality rates for opera- 
tion have dropped remarkably. 


These facts are revealed in the October 4 issue 
of The Journal of the American Medical Associa- 
tion, in which David State, M.D., George Moore, 
M.D., and Owen H. Wangensteen, M.D., all 
members of the Department of Surgery of the 
University of Minnesota Medical School, report 
a ten-year survey of the results of surgical treat- 
ment of gastric cancer at the University of 
Minnesota Hospitals. 


However, the three doctors also report a de- 
crease in the percentage of operations which 
actually cured the disease, due to the ever-in- 
creasing number of resections undertaken for 
temporary relief after the hope of lasting cure 


was gone. “The only way in which the end 
results may be improved is by earlier diagnosis,” 
say the writers. 

The total number of patients included in this 
survey was 586, and the average age was 63.2 
years. (Nineteen patients were in the last stages 
of their disease when first seen.) The number 
of patients operated on was 447. A partial gas- 
tric resection was performed in 276, a total 
gastric resection in 31. A summary of the re- 
sults shows that: 

—In 1936 the operability and resectibility 
rates were 57 per cent and 28 per cent, whereas 
in 1945 these rates were, respectively, 88 and 
80 per cent. The resectability rate for 1945, 
based on the number of pateints explored, was 
89.7 per cent. 

—The mortality rate for partial gastric resec- 
tion in 1936 was 25 per cent, while in 1945 it was 
4.9 per cent — a figure which includes both 
total and subtotal gastrectomy. 

—The over-all mortality rate for partial re- 
sections was 15.2 per cent, for total gastric re- 
sections 30 per cent. Of those who survived 
resection and whose resections took place long 
enough ago to be included, 29.4 per cent sur- 
vived three years or more, 21.5 per cent five years 
or more. 
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Medical Economics 





The Medical Economics Committee — Chauncey C. Maher, Chmn., 6 North Michigan Avenue, Chicago, Edwin 
S. Hamilton, V. Thomas Austin, Emmet B. Bay, Jay McDonald Milligan, George Halperin, Marie Wessels, 
Thomas C. Browning, Roland R. Cross, Milton E. Bitter, Edwin F. Hirsch, Ford Hick. 





THE SELECTION OF MEDICAL 
STUDENTS 

The proper selection of young men and women 
for the medical schools of the country is a diffi- 
cult and important part of the work of the medi- 
cal faculties. It is important for several reasons. 
The public must be protected against medical 
graduates of inferior character or intelligence. 
Since it costs several times the high tuition medi- 
cal students pay to educate them, it is worthwhile 
to attempt to pick only those who are likely to 
survive. Furthermore, the general level of in- 
struction can be higher and the work of the 
teacher more interesting and inspired if the 
average of scholastic competence in the student 
body is high. 

The proper selection of prospective medical 
students is difficult for several reasons. There 
are from two to three times as many applicants 
the country over as there are places available in 
the schools. Because of multiple applications, 
there are from five to twenty times as many 
applicants as there are places in a given school. 
The work of the admissions committee is there- 
fore a major task. The evaluation of scholastic 
ability is comparatively easy at the very top and 
in the bottom half of the applications, but there is 
a large group of pre-medical students whose 
records are above average, but not at the very 
top, in first-rate schools or whose records are at 
the very top in colleges not so favorably known 
for their general level of attainment. The latter 
constitute the most difficult problem facing the 
committee from the point of view of fairness in 
evaluating scholastic ability. Some of the apti- 
tude tests now available are of some assistance in 


this respect in that men from these lesser known 
schools whose aptitude ratings are high have 
usually proved to be successful candidates for 
the medical degree. Contrariwise, if their apti- 
tude ratings are in the lowest quarter, they have 
usually proved to be bad bets no matter what 
their scholastic average was. Again, it is the 
large middle group in aptitude rating which 
presents a serious problem to the conscientious 
member of the admissions committee. 


If we had a vardstick for character and person- 
ality qualities of the applicants. many mistakes 
which are now admittedly made in selection could 
he avoided. Again, there is usually a limited 
number of applicants well known to one or more 
members of the selection group who can be quick- 
ly and fairly judged. For the bulk of applicants, 
however, some other means must be found to 
attempt to judge these features. Various devices, 
such as personal interviews, letters from former 
teachers, or the family physician have been tried 
and have been of help. In this connection, the 
plea should be made to physicians who are asked 
to recommend students to medical schools to 
attempt to evaluate the applicant conscientiously. 
This information is always kept confidential by 
the school and is of great help in the choice of the 
student body when: the committee has confidence 
in the recommendation, whether good or bad. 


The motivation of the prospective student is 
also very difficult to arrive at. There are some 
students who frankly say that they are interested 
in the study of medicine for financial reasons. 
This is not always bad, but it is to be looked upon 
with suspicion unless qualified by a statement to 
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the effect that the applicant merely desires a 
comfortable living. In general, sons and daugh- 
ters of doctors are given preference in medical 
schools, but here again if the father has supplied 
what little motivation there is by insistence on his 


offspring studying medicine, the result is likely . 


to be bad. 


The selection of medical students is of great 


importance to the students themselves, the public, 
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and the schools. It is extremely difficult to 
pick students wisely except at the very top of 
each class. Efforts to improve the aptitude 
tests so that their correlation with achievement 
in medical school will be higher are constantly 
being made. Physicians interested in preserving 
the high standing of the profession should be 
conscientious in their recommendations of can- 
didates to the schools. 

E.B.B. 


CAT 


IN PROSPERITY DOCTOR GETS 
SMALLER PART OF AVERAGE 
MAN’S DOLLAR 

The proportion of national income spent for 
medical services actually has declined since 1940, 
according to a study made by Frank G. Dick- 
inson, Ph.D., Director of the Bureau of Medical 
Economic Research of the American Medical 
Association. That this has happened in spite of 
the climbing cost of medical care and increased 
demand for medical services is emphasized in 
an editorial in the September 27 issue of The 
Journal of the American Medical Association. 


The editorial states: 


“Costs of medical care as a whole tend to 
move countercyclically; in a depression such 
costs comprise a larger share of total consumer 
expenditures and national income than they do 
in prosperous times. In a period such as the 
present, the trend is toward more furious infla- 
tion and lower relative expenditures for medical 
care. This is borne out by Dr. Dickinson’s fig- 
ures — medical care took 4.4 per cent of total 
consumer expenditures in 1932 and 1933, then 
the share trended downward to 3.9 per cent in 
1946. Necessities always loom more important 
in depression; luxuries, in prosperity. But all 


evidence indicates that, case for case, medical 
care costs more each year — particularly where 
hospital care is concerned. Thus the decline in 


relative importance of medical care expenditures 
has occurred in spite of climbing costs of specific 
treatments, and an over-all increase in demand 
for medical services arising from the aging popu- 
lation, the high birth rate and popular education 
in health which lessens fear of hospitals. 

“The declining percentage of income expended 
for medical care is paralleled by increasing pro- 
portions spent on alcoholic beverages, recreation, 
personal care and jewelry; these items in the 
budget were selected by Dr. Dickinson not for 
moral reasons but for comparability in the size 
of total expenditures. 

“Physicians will be interested to learn that 
their share of the medical care dollar has de- 
clined from 32 cents in 1929 to 27 cents in 
1945. Part of this decline may have been caused 
by the absence of those physicians who were in 
the armed forces during 1945. The gap was 
filled chiefly by increases in the share of the 
medical care dollar spent for drugs.” 





S.K.F. GRANT TO UNIVERSITY 
OF ILLINOIS 

Smith, Kline & French Laboratories announce 
four grants made in the interest of medical re- 
search. One of these will support research work 
on amines in renal hypertension under the di- 
rection of Dr. George Wakerlin at the Medical 
School of the University of Illinois. 
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State Department of Public Health 





A YEAR OF PROGRESS 
RoLanD R. Cross, M.D., DIRECTOR 
Department of Public Health 


SPRINGFIELD 
While the year 1945-1946 was concerned chief- 


ly with conversion from war activities to peace- 
time service, June 30, 1947 marked the end of 
a year of significant progress in the establishment 
of permanent gains in the Illinois public health 
structure. These gains have been achieved not by 
the Department alone. The active interest taken 
by Governor Dwight H. Green, the 65th State 
General Assembly, the State Medical and Dental 
Societies, and by large groups of Illinois citizens 
is equally responsible for this year of progress. 


Legislation 


New laws enacted by the 65th General As- 
sembly will benefit Illinois people for many years 
tocome. Chief among them are those relating to 
local hospital construction. The first of these 
authorizes the Department to cooperate with the 
Federal government in administering the Na- 
tional Hospital Survey and Construction Act. 
This means that Illinois may receive approxi- 
mately $14,000,000 of Congressional funds dur- 
ing the next five years to aid local communities 
in building adequate hospital facilities. To sup- 
plement this source of aid, the State Legislature, 
based on the recommendations of Governor Green 
and this Department, appropriated $4,675,000 
for the same purpose during the next biennium. 
A representative hospital advisory council of 18 
members was also provided for by the State Legis- 
lature to assist the Department in administering 
the hospital construction program. A new State 


law requires that hospitals receiving Federal aid 
must comply with minimum standards for opera- 
tion and maintenance as promulgated by the 
Department. Legislation was also enacted which 
permits the establishment by popular vote of 
hospital authorities in any compact, contiguous 
area. The over-all objective of these new related 
laws is to make good hospital care readily avail- 
able throughout the entire State, particularly in 
areas where the greatest need exists. 

Noteworthy, too, is the new legislation which 
is of considerable importance in tuberculosis 
Funds appropriated in 1945 for the 
construction of State tuberculosis sanitariums 
were not spent because of building conditions and 
because of the legal opinion that no authority 
existed for building and operating such institu- 
tions. Consequently the 65th General Assembly 
authorized the Department to build and operate 
a series of State tuberculosis sanitariums and 
appropriated $6,785,000 for establishing one 
in Cook County, one at Mt. Vernon, and a third 
in Carroll County. In addition, the Legislature 
created an Institution for Tuberculosis Research, 
chiefly for the production of tuberculosis vaccines 
for further study in this county. A total of 
$393,250 was appropriated for this purpose. 


control. 


The Vital Statistics Act, administered by the 
Department since 1916, was materially strength- 
ened by a series of five State laws enacted in 
1947. These laws were based on a detailed study — 
of modern practices relating to vital records made 
by the Division of Vital Statistics and Records 
in cooperation with the Legislative Research 
Council. Many inadequacies of the law were 
thus eliminated and new provisions were added 
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which will prove of considerable benefit to the 
people of this State. 

In considering the needs of the Department of 
Public Health for the new biennium ending in 
1949, the General Assembly appropriated $5,428,- 
129, for its ordinary and distributive expendi- 
tures. This exceeds the last previous biennial 
budget by approximately $1,200,000. The increase 
provides an additional $810,000 for aid to local 
governments and the balance for laboratory im- 
provements, salary increases, and the higher costs 
for service and materials. This appropriation is 
exclusive of $15,000 allotted to the Department 
for establishing a first aid station in the Capitol 
suilding. 

County Health Departments 

The far reaching importance of legislation en- 
acted in 1947 is paralleled by the effects of the 
county health department law adopted by the 
State in 1943. Since that time the Department 
in cooperation with the Statewide Public Health 
Committee and other groups, has energetically 
promoted the development of autonomous, full- 
time county and multiple county health depart- 
ments as the best means of providing adequate 
health protection. In November 1946 the propo- 
sition to establish such programs and to levy taxes 
for their support was voted upon by the people 
in 18 counties. The proposition carried by a 
large majority in 17 counties — Alexander, 
Pulaski, Massac, Johnson, Pope, Hardin, Law- 
rence, Wabash, Effingham, Shelby, Morgan, 
Piatt, DeWitt, Fulton, Peoria, Lee and Will. 
This remarkable achievement brought to 22 the 
total number of counties which have taken ad- 
vantage of the county health department law 
since 1943. There are now or soon will be in 
operation 12 single, 3 bi-county and 1 quadri- 
county health departments covering a popula- 
tion of 1,300,000. Much credit for the ac- 
complishments in this field goes to the Division 
of Public Health Education and the Division of 
Local Health Administration. 

Hospital Construction Program 

Beginning in May 1945, one of the most im- 
portant projects undertaken by the Department is 
the survey of hospital facilities in Illinois and 
the development of a plan for aiding the con- 
struction of coordinated system of local hospitals 
throughout the State. With the closing of the 


fiscal year in June 1947 the report of the survey 


December, 1947 


anid plan stands completed. This plan together 
with the hospital legislation enacted, by the 65th 
General Assembly serves as the foundation for the 
Department’s hospital construction program. Ap 
proval of the plan by the Surgeon General of 
the U.S. Public Health Service is expected within 
the immediate future. Upon completion of this 
step, the Department will be ready to initiate the 
program, the long-range purpose of which is to 
provided the State with an integrated hospital 
system so developed as to make adequate hos- 
pital care readily accessible to all of the people. 


Completion of this major project has required 
considerable effort particularly on the part of the 
Division of Maternal and Child Hygiene which 
assumed the chief responsibility. The Advisory 
Council on Hospitals, appointed by the Governor 
in May 1945, rendered able assistance in formu- 
lating concepts of hospital care and planning. 
This Council, composed of 50 leaders in medical, 
hospital and civic affairs, will be superseded by 
the permanent Hospital Advisory Council of 18 
members created by the 65th General Assembly. 
The work of the initial Council, however, will 
remain as an outstanding service to the people 
of Illinois. 


Other Department Programs 

While legislation, county health departments 
and hospitals have occupied places of prominence 
during the year, significant gains have been made 
in other fields of public health. In January 1947 
the Department was fortunate in acquiring 
a qualified chief for its Division of Public Health 
Dentistry — a position which had been vacant for 
nearly two years. By June the Division was well 
on its way in developing a sound dental health 
education program. The tuberculosis chest x-ray 
program, initiated in January 1946 developed 
rapidly during the fiscal year just ended. Well 
over 200,000 persons took advantage of this serv- 
ice. The Department expects delivery of two 
additional mobile x-ray units during the coming 
year. 

Of equal significance, the number of cancer 
diagnostic clinics, promoted and largely financed 
by the Department, increased from 5 to 11 during 
the past 12 months. This service is proving of 
benefit to an ever increasing number of physicians 
and persons suspected of having cancer. The 
Illinois Emergency Maternal and Infant Care 
program was placed on a liquidation basis as of 
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STATE 


FUNDS 
64th Biennium (Ending June 30, 1947) 





STATE DEPARTMENT OF PUBLIC HEALTH 
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Direct Appropriation Total Budget Total Expenditure Free Balance 
Personal Services — Regular Positions ............ $2,456,318.00 $2,456,082.58 $ 235.42 
Personal Services — Extra Help ...............045. 4,600.00 4,443.64 156.36 
Bomtiaatiial: SERVICES + 675.50 316564/\e sousieoacevs ofecousalernvereto. 223,770.00 222,279.21 678.79 
BY GEER CLISCS. 5 5icliraaigse dices viudcas aladeve ces RTA AE 34,800.00 33,057.57 1,541.32 
Deere ie org is) Sa cas arv ots etoustpeces sce iw otk sess aise lp atoll te ane ares 191,700.00 190,831.50 868.50 
RAAT UELUR TS Si creo sxed oa) ak for sigs es ral Seas aha ea els 192,500.00 186,783.24 395.23 
BGI Ae Gy 5 io acs orc sreravoswine won oraineisio ye aessy enero sinless 100,300.00 92,179.18 695.89 
Hospital and Medical Services ................008- 65,000.00 64,895.23 71.37 
Medical Preparations for Free Distr. .............. 280,000.00 279,983.34 16.66 
Ma ETCH CIC ie sotcr Sieh sierra esc nier oiak foros ay oes ne Ne IE 15,000.00 12,882.81 792.98 
MMOENCES: MANIK SORTA onc. ce sccceccslernein ec cwarelees deiewe 20,000.00 899.15 19,100.85 
Grants to Local Governments .............000eeeee: 250,000.00 249,810.00 190.00 
Payments to Local Government Employees ........ 60,000.00 59,597.67 402.33 
Nurses’ Homes Regulation: ........6<6i.c0000008 008 100,000.00 22,186.79 77,543.21 
$3,993,988.00 $3,875,911.91 $102,688.91 
Indirect Appropriation 
STE ea SS) SS (ae cn ee ee $ 29,867.00 $ 20,726.35 $ 9,140.65 
Postage and -Poctal Ghar@es: < oii id oc elon does 50,000.00 50,000.00 a= 
Stationery, Printing and Office Exp: .......-56-02. 139.100.00 116,760.52 1,653.29 
$218,967.00 $187,486.87 $10,793.94 
Total Direct and Indirect Appropriations .......... $4,212,955.00 $4,063,398.78 $113,482.85 
June 30, 1947. Since 1942 this project, financed Statisticians 1 
by Federal funds but administered by the De- X-ray technicians 2 


partment’s Division of Maternal and Child Hy- 
giene, provided hospital and medical care to over 
60,000 wives and nearly 12,000 babies of enlisted 
men in the armed forces, Over 614 million have 
been disbursed in Illinois for this purpose. It is 
not unreasonable to believe that EMIC was a 
considerable factor in the decline of the infant 
and maternal death rates which took place during 









the critical war years. 
Since the-close of the war in 1945, the person- 

nel shortage has become less acute. Many of the 
Department’s employees who left for military 
service returned during the year. In addition the 
opportunities for obtaining new and much needed 
professional personnel have gradually increased. 
The program for training personnel for the ex- 
panding public health program continued 
throughout the year. The number of persons 
fF completing specialized courses in public health 
was as follows: 

Physicians 2 

Nurses 19 

Sanitation personnel 

Laboratory personnel 

Health educators 


H Oo 20 


This group is exclusive of 110 teachers who 
attended summer health education workshops 
sponsored by several Illinois universities and 
financed in a large part by Departmental funds. 

Finances 

The State appropriations to the Department 
of Public Health for the 64th biennium amounted 
to $4,212,995. The unexpended balance on June 
30, 1947, totaled $113,482.85. The lapsed funds 
include $77,543.21 for the regulation of nursing 
homes and $19,100.85 for the breast milk pro- 
gram which, because of the war conditions, could 
not be carried out during the biennium. Another 
item included is $9,140.65 for State officers’ 
salaries, accounted for largely by the vacancy 
in the position of Assistant Director. Appropria- 
tions for State officers’ salaries, however, are 
made to the Department of Finance and are not 
available to the Department of Public Health 
for expenditure. The remainder of lapsed funds 
consists of various small amounts divided among 
thirteen items. 

The United States Public Health Service funds 
allotted to the Department during the fiscal year 
were as follows: For general health purposes, 
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U. S. Public Health Service Funds 
Fiscal Year Ending June 30, 1947 








Venereal Disease Tuberculosis 
General Health Control Control 
Apnea eadintments 5 65s 5 5 5.5 sooo eee $696,523.77 $579,540.59 $222,968.37 
EAI NOTIED Sec Li ee hen Bao ae haem ene 696,523.77 576,210.03 222,599.28 

Ginna oR TUE 
a ee $ 3,330.56 $ 369.09 

U. S. Children’s Bureau Funds 
Fiscal Year Ending June 30, 1947 

Fund A Fund B 
OM RI NON RNE 5 Jef... ik eae eeemee eee $298,129.23 $46,306.52 
HIRAINEOEES |. 5...225s kites ck Sar, dete rea renee 194,352.88 38,349.00 
$103,776.35 $ 7,957.52 





$696,523.77, all of which was spent; for venereal 
disease control, $579,540.59 ; and for tuberculosis 
control, $222,968.37, of which amounts $3,330.56 
and $369.09, respectively, remained unexpended. 


In addition to funds received for the Emer- 
gency Maternal and Infant Care Program, the 
U. S. Children’s Bureau allotted $344,435.75 to 
the Department for general maternal and infant 
health programs. Of this amount, $111,733.87 
was not spent by the close of the fiscal year. 


The Department re-allotted a significant por- 
tion of its State and Federal funds as grants-in- 
aid to local full-time municipal and county health 
departments. Thus, of all funds expended by the 
Department during the fiscal year, $233,526, or 
approximately 12 per cent of State funds, and 
$727,398, or about 42 per cent of Federal funds 
were used for this purpose. 


Health Conditions 


A record breaking 170,921 live births were 
registered in Illinois for the year 1946. At the 
same time only 88,373 deaths occurred in the 
State. The excess of births over deaths provided 
the State with a natural increase in population 
amounting to 82,548 persons. The birth rate in 
1946 was 20.9 per 1000 estimated population, 
the highest in many years. The low rate of 10.8 
deaths per 1,000 population in 1946 is near the 


all time low of 10.6 encountered in 1933. 


The most outstanding progress in saving lives 
was among newborn babies and their mothers. 
Despite the great number of births in 1946 which 
taxed obstetric and pediatric facilities to the 
greatest extent ever, deaths associated with child- 
bearing reached an all time low of 1.3 maternal 
deaths per 1,000 live births and deaths of babies 
under 1 year of age dropped to 30.3 infant deaths 
per 1,000 live births, the lowest in history. 


During 1946 the crude death rates for the 10 
leading causes of death, with the exception of 
premature births, were all lower than the previous 
year. This was true for heart disease, cancer, 
cerebral hemorrhage, nephritis, accidents, in- 
fluenza and pneumonia tuberculosis, diabetes and 
arteriosclerosis. In addition 1946 was the eighth 
successive vear in which no deaths from smallpox 
occurred. 


This favorable record, however, was offset to 
some extent by increased rates in certain causes 
of death. Chief among these was poliomyelitis, 
responsible for 171 deaths or 19 more than the 
previous high of 152 in 1943. Deaths from 
motor vehicle accidents increased 16 per cent 
over 1945. Diphtheria accounted for 31 deaths 
as compared with 12 in the previous year. Sui- 
cides and homicides rates, quite low during the 
war years, increased sharply during 1946. 
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CHICAGO MEDICAL SOCIETY 
FOURTH ANNUAL CLINICAL 
CONFERENCE 
March 2, 3, 4, 5, 1948 
Palmer House, Chicago 

Four full days of lectures, panel discussion and 
clinicopathologic conferences presented by out- 
standing speakers and teachers from all sections 
of the country. 

Scientific exhibits well worth seeing. 

Technical exhibits on the newer drugs and 
equipment. 

If you have attended previous Conferences, 
you probably are planning to come again in 
1948. If you have not yet attended, you should 
make plans now to be present. 

Make your reservation at the Palmer House. 





NEW POST-GRADUATE COURSE 
IN EAR, NOSE AND THROAT 

The School of Speech and the Medical School 
of Northwestern University will expand their 
educational and clinical services in the fields 
of speech and hearing by establishing a new 
post-graduate training course in ear, nose and 
throat. 

Dr. Howard C. Ballenger, associate profes- 
sor of otolaryngology, will supervise the new pro- 
gram, with Dr. Elmer W. Hagens, assistant pro- 


fessor otolaryngology, conducting a basic course 
in ear, nose and throat. Dr. George E. Sham- 


baugh, Jr., assistant professor of otolaryngology, 
will teach a course in the fenestration operation. 

Guidance in the selection of hearing aids will 
be a part of the new program and Dr. Raymond 
Carhart, director of the school of Speech’s Hear- 


ing Laboratory on the Evanston campus, will 
supervise testing, oral rehabilitation, lip read- 
ing, auditory training and speech control before 
and after operations, thus coordinating medical 
and surgical work with the department of audi- 
ology. 

Specialized hearing tests developed during 
World War II will be given to the hard of hear- 
ing on afternoons and evenings as a part of 
the audiological services. Specialists will ob- 
serve and participate in the work which is rec- 
ognized as an integral part of otolaryngology. 


The addition of a laboratory in the Medical 
School will enlarge the activities of the School 
of Speech Hearing Laboratory and permit a 
greater number of patients to be accommodated. 
Approximately 600 children and adulis with 
hearing deficiencies have been assisted in the 
Evanston laboratory during the last year. 

Three soundproof rooms in the ear, nose and 
throat clinic, located in the Montgomery Ward 
Memorial building at 303 E. Chicago Ave., have 
been equipped with an audiometer, a speech 
threshold measuring system, and hearing aid 
evaluation devices. 





NATIONAL GASTROENTEROLOGICAL 

ASSOCIATION 1948 AWARD CONTEST 

The National Gastroenterological Association 
again takes pleasure in announcing its Annual 
Cash Prize Award Contest for 1948. One hun- 
dred dollars and a Certificate of Merit will be 
given for the best unpublished contribution on 
Gastroenterology or allied subjects. Certificates 
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will also be awarded those physicians whose con- 
tributions are deemed worthy. 

Contestants residing in the United States must 
be members of the American Medical Association. 
Those residing in foreign countries must be 
members of a similar organization in their own 
country. The winning contribution will be se- 
lected by a board of impartial judges and the 
award is to be made at the Annual Convention 
Banquet of the National Gastroenterological As- 
sociation in June of 1948. 

Certificates awarded. to other physicians will 
be mailed to them. The decision of the judges 
will be final. The Association reserves the ex- 
clusive right of publishing the winning contribu- 
tion, and those receiving certificates of merit, 
in its Official Publication, REVIEW OF GAS- 
TROENTEROLOGY. 

All entries for the 1948 prize should be lim- 
ited to 5,000 words, be typewritten in English, 
prepared in manuscript form, submitted in five 
copies, accompanied by an entry letter, and must 
be received not later than April 1, 1948. Entries 
should be addressed to the National Gastroen- 
terological Association, 1819 Broadway, New 
York 23, N. Y. 





APPLICANTS SOUGHT FOR 
COMMISSIONS IN NAVAL MEDICAL 
SERVICE CORPS 


Applications for commissions in the new Navy 
Medical Service Corps are desired from qualified 
Naval Reserve and former temporary officers 
of the Navy. 


Vacancies in the new Navy corps, which was 
created in the last session of Congress, exist 
in the pharmacy, optometry and medical allied 
sciences fields. Ranks of ensign through captain 
are provided for in the new corps, which is un- 
der the supervision of the Bureau of Medicine 
and Surgery. 

Naval Reserve and former temporary officers 
who held science degrees in psychology, bio- 
chemistry, physics, biophysics, bacteriology, phar- 
macology, radiobiology, serology, virology, chem- 
istry, medical statistics, public health, industrial 
hygiene, pharmacy, optometry, and sanitary en- 
gineering are qualified to apply for appointment 
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to permanent commissioned rank in the Medical 
Service Corps. 

Original appointments are being made in ae. 
cordance with provisions of the act which per. 
mits Reserve and former temporary officers to 
transfer to the Regular Navy if they served at 
least six months in commissioned status during 
World War Il. Regardless of the date such 
officers terminated their active duty service, they 
are eligible for appointment provded they meet 
the age, educational and physical requirements, 
For further information applicants — should 
contact their nearest Naval Officer Procurement 
office or the Commandant of their Naval Dis- 
trict. 


HIGHER GRADES AUTHORIZED TO FILL 
ILLINOIS NATIONAL GUARD MEDICAL 
VACANCIES 


Authority has been granted the Illinois Na- 
tional Guard to fill vacancies for medical officers 
by assignment of qualified doctors who are one 


grade higher than that authorized by applicable ° 


tables of organization, Brigadier General Ken- 
neth Buchanan, Chief of Staff the Commanding 
General of Troops, announced today. 


“This should alleviate to a great extent the 
serious shortage of medical officers which has 
retarded the organization of the new Illinois 
National Guard,” he said. Enlistments have 
been delayed because of lack of qualified medical 
personnel to give physical examinations. 

“This action is particularly timely, as it comes 
while we are in the midst of a recruiting cam- 
paign to obtain 5,000 additional men for the 
Illinois National Guard. Some 2,500 have al- 
ready joined and enlistments should increase 
as additional doctors become available to give 
the required examinations.” 


Medical officers have been reluctant to join 
the Illinois National Guard in many cases be- 
cause they were separated from the Army in 
grades higher than those authorized in tables 
of organization. 


The typical Medical Detachment of an in- 
fantry regiment, for example, is authorized five 
medical officers; one major and four captains 
or first lieutenants. A battalion is authorized 
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two medical officers, captains or first lieutenants. 
Under this new authority, the regimental med- 
ical detachment, for example, could utilize one 
lieutenant colonel and two to four majors. The 
battalion could utilize two majors. 
“The necessity for filling medical vacancies is 


immediate to assist our phased strength ob- 
jectives,” General Buchanan said. 


The new policy takes effect provided: 

1. No officer is available in the proper 
grade, or one grade junior to that specified 
for the vacancy in question. 

2. The officer concerned has held the higher 
grade while on active duty or by virtue of 
an Officer Reserve Corps appointment thereto. 

3. Officers so assigned will be in grades up 
to and including the grade of colonel only. 
General Buchanan urged all qualified medical 

officers to take advantage of the new policy, as 
their services are urgently needed by the Illinois 
National Guard. 


MEDICAL, EDUCATIONAL SERVICES 
FOR HANDICAPPED CHILDREN 

The Illinois Children’s Hospital-School, 2551 
North Clark Street, Chicago, operating under 
the Illinois State Department of Public Welfare 
gives medical and educational services to severely 
handicapped, educable children under 21 years 
of age. No cardiac or tuberculous cases are ac- 
cepted. Only children who are residents of 
Illinois and for whom no other educational fa- 
cilities exist are eligible. 

The medical program is supervised by a ful! 
time pediatrician and is augmented by consultant 
services in various medical specialties. Physical 
and occupational therapy as well as speech train- 
ing are available to the patients, all of whom are 
residents at the institution. A full time teach- 
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ing staff provides schooling from 
through high school. 

Richard Eddy is the superintendent of the 
institution and Gerda B. Irving the medical di- 
rector. Inquiries regarding application may be 
directed to Miss Virginia Cornwell, director of 
social service. Telephone Diversey 4600. 


nursery 





ANNOUNCEMENT OF SCIENTIFIC 
EXHIBITS FOR 1948 

The Illinois State Medical Society is anxious 
to present a group of outstanding exhibits dur- 
ing the Annual Meeting in Chicago, May 10, 
11, 12, 1948. Sincere effort will be made to 
make the booths a good background for a good 
exhibit, attractive and well lighted. 

There is a tremendous amount of excellent 
scientific work done in our state every year, much 
of which is adaptable to exhibit purposes. In 
our opinion the Scientific Exhibits are an ex- 
ceedingly important media of education. It is 
also worth mentioning that the State Meeting 
offers an opportunity for an exhibitor to pre- 
view his exhibit for the A.M.A. or for Special 
Society Meetings. 

Applications for space in the 1948 Meeting 
are now being received. If you are interested 
in presenting an exhibit, please complete the 
form below and mail to the Director of Exhibits: 
John A. Mart, M.D., 700 North Michigan Ave- 
nue, Chicago 11, Tl. 

Hugh A. Flack, M. D. 

6 North Michigan Avenue 

Chicago, Illinois 

Coye C. Mason, M. D. 

551 West Grant Place 

Chicago, Illinois 

Hilger P. Jenkins, M.D. 

950 East 59 Street 

Chicago, Illinois 

John A, Mart, Chairman and Director 





(State exact title of exhibit suitable for the program and The Journal announcements.) 


Name of Exhibitor (s) 
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ELIGHTH ANNUAL CONGRESS ON 
INDUSTRIAL HEALTH 

The Council on Industrial Health will hold 
its Eighth Annual Congress on Industrial Health 
in the Cleveland Auditorium, Cleveland, on Jan- 
uary 5 and 6, 1948. These dates immediately 
precede the Interim Session of the American 
Medical Association, which will be held in the 
Auditorium on January 7 and 8. General prac- 
titioners supply a large part of the medical serv- 
ices which workers receive through industry, and 
they are cordially invited to attend these in- 
dustrial health sessions. The program of the 
Congress is being constructed with general prac- 
titioners in mind and will include discussions of 
first aid and emergency services in industry, 
physical examinations, administrative practices, 
applied physiology, aviation medicine, radiation 
medicine and practical expositions of occupa- 
tional disease management, traumatic surgery 
and rehabilitation. Since full use of medical 
services in industry depends on support from 
management and the worker, the essential re- 
Jationships will be discussed. Industry needs 
medicine as a practical ally and to promote hu- 
man relations. The Industrial Health Congresses 
are intended to further these objectives. 

Dr. Joseph H. Chivers, Chairman of the 
Committee on Industrial Health of Chicago will 
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represent the Illinois State Medical Society at 
the Cleveland meeting in January. 





NOTICE OF LIQUIDATION OF THE 
MIDWESTERN AGRICULTURAL 
WORKERS’ HEALTH ASSOCIATION, INC, 

Notice is herby given that the Midwestern 
Agricultural Workers’ Health Association will 
not provide services for the foreign agricultural 
workers after December 31, 1947. 

Any outstanding authorizations or bills pay- 
able by the Association should be submitted for 
payment very promptly. It is not expected that 
payments can be made from Health Association 
funds after January 31, 1948. 

This situation is brought about by the liquida- 
tion of the Labor Branch program. 

We want to take this opportunity to express 
our appreciation for the services you have ren- 
dered our organization. 


C. B. Hoff 
Executive Director 
M.A.W.H.A. 

A. E. von Bergen 
Chief of Operations 
Labor Branch 


CATS 


PROGRAM FOR GENERAL 
PRACTITIONERS AT A.M.A. CLEVELAND 
SESSION 

In addition to technical and scientific ex- 
hibits, a program designed particularly as post- 
graduate education for general practitioners will 
be presented at the supplemental session of the 
American Medical Association in Cleveland, 
Ohio, January 5-9, 1948. 

The Council on Scientific Assembly, whose 
chairman is Dr. Henry R. Viets of Boston, has 
prepared a program which will include papers, 
panel discussions and symposia on many of the 
topics now most prominently before members of 
the medical profession. Among the topics to be 
covered are peptic ulcer; blood dyscrasias; the 
chronic invalid; posthospital care of patients 


with cancer; treatment of the fat and the lean; 
cancer of the prostate; the use of BCG vaccine 
in the prevention of tuberculosis; uterine hemor- 
rhage; multiple injuries in automobile accidents; 
the treatment of pathologic conditions in ado- 
lescence ; the treatment of the healthy and sick 
diabetic patient; jaundice; the Rh factor; and 
the interpretation of x-ray films of the chest. 

During the first two days of the session the 
Council on Industrial Health of the American 
Medical Association will conduct a program 
devoted particularly to problems in its field. 

Planned for the Scientific Exhibit is a demon- 
stration of the operation of a diganostic cancer 
clinic, in which visiting physicians will be given 
the opportunity to undergo themselves the rou- 
tine of such an examination. 
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SURGICAL TREATMENT FOR CARCI- 
NOMA OF THE ESOPHAGUS 
Poitier THOREK, M.D., F.A.C.S. 

CHICAGO 

Carcinoma of the esophagus is no longer con- 
sidered an inoperable lesion. Operative pro- 
cedures which aim at both a permanent cure or 
a prolongation of life have been standardized. 
Many surgeons including F. Torek’, Sauerbruch?, 
Fischer*, Ochsner and DeBakey*, Adams and 
Phemister®, Garlock®, Carter, Stevenson and 
Abbot’, Jonas’, Marshall®, Cattell’, and Church- 
ill and Sweet, have successfully resected malig- 
nant lesions involving both the esophagus and 
the cardiac end of the stomach. 

In 1895, Rehn!? was the first to mobilize the 
human esophagus extrapleurally. Faure*® in 1903, 
extirpated a carcinoma of the esophagus extra- 
pleurally on two patients; both of these died. In 
1907, Wendel'* resected the lower end of the 
esophagus and re-established the continuity of 
the alimentary tract by devising a lateral anas- 
tomosis with a Murphy button. Torek' per- 
formed the first successful resection of the tho- 
racic esophagus for carcinoma in 1913; his pa- 
tient survived for eleven years without evidence 
of recurrence. In this operation Torek brought 
the upper end of the esophagus out into the 
neck and restored continuity by means of a rub- 
ber tube which connected with a gastrostomy. 





From the Hektoen Institute of Medical Research, the Depart- 
ments of Surgery of Cook County Hospital, Cook County 
Graduate School of Medicine, University of Illinois, American 
Hospital and Alexian Brothers’ Hospital. 


Numerous other attempts have been made, but 
these procedures have given poor results and a 
high mortality for the following four reasons: 

1. Inaccessability of the esophagus. 

2. Lack of a serous coat surrounding the esoph- 

agus. 

3. Fear of entering the pleural cavity. 

4, Working in an area where infection spreads 

rapidly and is especially dangerous. 

It is only during recent years that surgeons 
have renewed their attack upon this problem, and 
this has resulted in a greater percentage of suc- 
cess and promise for the future. This report 
covers an experience with 22 cases from which 
impressions have been gathered regarding the 
surgical management of esophageal carcinoma. 


Of the 22 cases seen during the period extend- 
ing from January 1946 to October 1947, there 
were 10 or 45.5 per cent which were found to 
have tumors that could not be removed. In the 
remaining 12 or 54.5 per cent a radical resection 
followed by intrathoracic esophagogastric anas- 
tomosis was performed. In 10 cases it was im- 
possible to extirpate the lesion due to extensive 
local fixation and invasion of important struc- 
tures, such as the aorta, pulmonary vein or bron- 
chus. In the 12 patients who had an esophagec- 
tomy performed, 3 died due to congestive heart 
failure, and the 9 who recovered are improving 
clinically at the present writing. In the group 
which had resections performed, 9 cases had 
lesions in the lower esophagus and cardiac end of 
the stomach (Zone 3) and in 3 the malignancy 
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was found in the midthoracic region (Zone 2). 
It is interesting to note that of the 22 cases 
operated upon 15 patients were over 65 years of 
age and the remaining 7 were between 45 and 50 
years of age. 

Churchill and Sweet" have divided the esoph- 
agus into fourths rather than the classical divi- 
sion into thirds. Their second and third fourths 
constitute the middle section of the esophagus. 
By means of this division it is possible to con- 
sider the esophagus as having three zones. Zone 
1 extends from the base of the neck to the 
superior aspect of the aortic arch. Zone 2 in- 
cludes the middle portion which extends from 
just above the aortic arch to a point just below 
the level of the inferior pulmonary vein. Zone 3 
is the lower fourth of the thoracic esophagus, 
the cardiac orifice of the stomach and just a few 
centimeters of stomach including the fundus. 
Making use of these zones, we have tried to stand- 
ardize a given procedure or procedures for each 
zone. 

Zone 1 affords the greatest technical difficul- 
ties ; fortunately this is an uncommon location for 
carcinoma. Lesions of this part of the esophagus 
present a specialized problem and the operative 
procedures are still being perfected. Sweet?® 
has standardized the surgical treatment for car- 
cinoma of the midthoracic esophagus (Zone 2) ; 
he does a resection with high intrathoracic esoph- 
agogastric anastomosis. For lesions involving 
Zone 3 as well as the cardiac portion of the stom- 
ach, a combined thoracico-abdominal approach as 
described by Garlock’® is most applicable. 


TREATMENT OF ZONE 2 LESIONS 
It is in lesions which involve this zone, or the 
middle half of the esophagus, that the operative 
procedure described by Sweet?® is best utilized. 
This is essentially a partial esophagectomy and 
partial gastrectomy followed by a supra-aortic 
intrathoracic ésophagogastrostomy. 


CASE REPORT 

The following case is a typical example of a 
patient with a Zone 2 lesion: 

The patient, J. B., a 66 year old white male. 
entered the hospital on April 14, 1947 stating that 
he had pain beneath the middle of the sternum fol- 
lowing each meal; this complaint started in August 
1946. In February of 1947, he complained of difficulty 
in swallowing solid foods. Regurgitation and vomiting 
were present and in the last thfee months he lost 18 
pounds. At present he was only able to swallow liquids 
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Temperature, pulse and respirations were normal and 
blood pressure was 144/80. Physical examination was 
essentially normal, X-ray examination revealed a filling 
defect and definite narrowing about the midthoracic 


esophagus. The patient was esophagoscoped and the 
-biopsy revealed a squamous cell carcinoma. On April 
23, 1947, the patient was operated upon and a partial 
esophagectomy with a supra-aortic esophagogastric an- 
astomosis was performed. The pathologist reported a 
hornifying squamous cell carcinoma of the midthoracic 


portion of the esophagus. With the exception of a 
rise in temperature of 102° on the second postoperative 


day, this patient’s postoperative course was quite un- 
eventful. Postoperative chest x-rays revealed some 


exudative fibrous pleuritis of the left hemithorax. 
Some slight dyspnea was present, but the breath sounds 


were heard. Patient was out of bed on the fourth post- 
operative day. 

Treatment :— It must be emphasized that no 
surgeon can be expected to do this type of sur- 
gery without the aid of a competent anesthetist. 
By competent anesthetist we mean one who not 
only can give a perfect intratracheal positive pres- 
sure anesthesia, but who also is versed in the mi- 
nutia of pre- and postoperative care. Ample blood 
and plasma are provided. 


The patient is placed on his right side with 
the left arm held forward and the left side of the 
chest arched upward. The incision begins at the 
left costal margin anteriorly, extends backward 
usually over the seventh or eighth rib, and ends 
by extending upward between the spinal column 
and the left scapula (Figure 1-A). A wide resec- 
tion of the rib is accomplished by cutting its 
cartilage anteriorly and its neck posteriorly. To 
obtain proper exposure, it is usually necessary to 
divide the seventh, sixth and fifth ribs poste- 
riorly and at times the ninth rib. These ribs 
are either severed or small sections are re- 
moved; however, we have found that removal 
of a small segment produces less postoperative 
pain. The left thoracic cavity is entered, a rib 
spreader inserted and the field completely ex- 
posed. The inferior pulmonary ligament and 
mediastinal pleura are incised, and resectability 
of the growth determined. Extensive involvement 
of the left main bronchus, aortic arch or inferior 
pulmonary vein usually signify an inoperable con- 
dition. Dissection is begun anterior to the esoph- 
agus, and if these three structures can be safely 
avoided, the posterior dissection is started. After 
freeing the esophagus anteriorly and posteriorly 
the growth is freed from the right mediastinal 
pleura. At times it may become necessary to re- 
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Figure 1. Surgical Treatment 
for Carcinoma of the Midthor- 
acic Esophagus (Zone 2). 

A. The patient is placed on 
his right side with the left arm 
held forward and the left side 
of the chest arched ,upward. 
The incision begins at *the left 
costal margin anteriorly, ex- 
tends backward usually over 
the seventh rib, and ends by 
extending upward between the 
spinal column and the left scap- 
ula. A wide resection of the 
rib is accomplished by cutting 
its cartilage anteriorly and its 
neck posteriorly. 

B. The diaphragm has been 
divided and the lower end of 
the esophagus and greater part 
of the stomach mobilized. 

C. The tumor and the esopha- 
gus are freed both above and 
below the arch of the aorta. 


move a portion of this layer, which results in an 
opening into the right thoracic cavity. The 
surgeon relies upon the skill of the anesthetist 
and the closed system by means of which he can 
exert positive pressure and prevent or re-expand 
a collapsed right lung. Sweet'® states that in 
32 cases the right pleural cavity was entered 13 
times. No attempt is made to close such a defect, 
because after the left lung has been expanded 
and the chest closed no ill effects have resulted. 
At this point in the dissection the esophagus has 
heen mobilized from the aortic arch downward 
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to the diaphragm. The abdomen is then entered 
through an incision in the diaphragm which ex- 
tends radially from the esophageal hiatus to the 
costal margin (Figure 1-B). The branches of 
the phrenic artery which supply the diaphragm 
are usually quite large and bleed profusely, 
hence they are individually severed and ligated. 
The upper two-thirds or three-fourths of the 
stomach is mobilized by dividing the gastrosplenic 
ligament and severing and ligating the vasa 
brevia and left gastro-epiploic vessels. The gas- 
trocolic ligament is divided as far as the pylorus ; 
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Closed end _ 
of Stomach ~-.§4 


the right gastro-epiploic vessels are spared. The 
lesser curvature of the stomach and the lower end 
of the esophagus are mobilized by division of 
suprarenal, phrenic and pericardiophrenic ves- 
sels. The left gastric artery can now be easily 
identified, cut and tied close to its origin near the 
coeliac axis (Figure 1-B). This extensive mobili- 
zation permits the fundus of the stomach to be 
placed into the apex of the chest with ease. 

The stomach is divided distal to the cardia. 
The distal portion is inverted by means of a 
two layer closure, the first layer is usually a con- 
tinuous catgut suture and the second interrupted 
cotton. Heavy crochet cotton placed around a 
piece of gauze closes the lower end of the esoph- 
agus. 


Figure 2. Surgical Treatment 
for Carcinoma of the Midthor- 


(Cont’d.). 

A. The stomach has been di- 
vided distal to the cardia and 
the gastric opening closed by 
two layers of sutures. The 
freed esophagus is brought over 
the arch of the aorta. The 
muscularis of the esophagus is 
B approximated to the serosa of 
the stomach. An opening is 
made high on the gastric fun- 


“Esophagus dus. The tumor and major por- 

tion of the esophagus are re- 

: Sutures to moved and the anastomosis 
“- parietal completed. ; 

pleura B. The diaphragm is repaired. 


To relieve tension upon the 
suture line, the stomach is su- 
tured to the parietal pleura and 
the edges of the diaphragm are 
fastened to the gastric antrum. 


The dissection is next carried above the aortic 
arch. An incision is made in the mediastinal 
pleura above the arch, and that part of the 
esophagus which lies in the superior mediastinum 
is freed. The attachments of the esophagus be- 
hind the arch are completely freed by dividing 
small arteries which arise from the aorta and 
some additional branches which arise from the 
bronchial arteries. When the esophagus is prop- 
erly mobilized, it becomes possible to pull it up 
from behind the aortic arch, turn it outward and 
perform an esophagogastric anastomosis (Figure 
2-A). 

An outer layer of interrupted cotton sutures 
is placed which approximates the muscular coat 
of the esophagus to the serosa of the stomach. 
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acic Esophagus (Zone 2) | 
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Because of the lack of serosa on the esophagus 
and its longitudinally placed musculature, it is 
best to use a mattress type of stitch. An open- 
ing is made high on the fundus of the stomach, 
and the posterior esophageal wall is incised. The 
edges of the stomach and esophagus are sutured 
by means of through and through interrupted 
cotton sutures. ‘The tumor and major portion 
of the esophagus are removed. A Levine tube is 
passed from the nose through the esophagus, over 
the suture line and into the stomach. Two ante- 
rior suture lines are now placed over the tube: 
an anterior through and through and an anterior 
musculoserous. Some surgeons object to placing 
a tube over a suture line especially where the 
blood supply is poor. We have never hesitated to 
employ such a tube in our esophageal work, and 
have used it as well in anatomoses which involve 
the distal sigmoid and rectum even after sever- 
ing the superior and middle hemorrhoidal vessels. 
We believe that if the caliber of the tube over 
which the anastomosis is made is smaller than 
the stoma through which it passes, pressure 
is avoided and the blood supply is not im- 
paired. It is imperative to relieve all pull 
or tension upon the suture line and to accom- 
plish this the stomach is sutured to the par- 
ietal pleura, and the edges of the diaphragm 
are fastened to the gastric antrum (Figure 2-B). 
Novocaine is injected into the phrenic nerve to 
produce temporary immobilization of the dia- 
phragm. A solution of 200,000 units of penicil- 
lin is sprayed partly above and below the dia- 
phragm, and the latter is repaired. There is still 
no unanimity of opinion as to whether or not 
closed suction drainage should be instituted. If 
this is desired, however. a catheter is brought 
out through a short incision posteriorly in a 
lower interspace. We have been using a “T” 
tube for this suction, placing one limb upward 
and the other below the lung and toward the 
mediastinum. The lung is fuily expanded and 
an airtight closure of the chest completes the 
operation. The stomach now forms an intra- 
thoracic “esophagus” and its blood supply is de- 
rived from the right gastric and the right epiploic 
On the esophageal side, when the 
anastomosis is made in the region of the aortic 
arch, the blood supply to the esophagus is derived 
from those vessels which descend from the in- 


arteries. 


ferior thyroid artery". 
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Much of the success or failure of this pro- 
cedure depends upon the postoperative care. The 
lung must be kept re-expanded and atelectasis 
avoided if possible. Inspissated mucus readily 
leads to the development of atelectasis which in 


turn results in pneumonitis. Chemotherapy, 
early ambulation, breathing exercises, broncho- 
scopy and food and fluid balance all play their 
specifie roles in the successful outcome of these 
cases. 

Lewis’® prefers a right transpleural approach 
for lesions in the middle third of the esophagus 
for the following reasons: 


1. Only the vena azygos major has to be di- 
vided to fully expose the esophagus. 

2. Greater accessibility to the upper two-thirds 
of the thoracic esophagus. 

3. The aortic arch and descending aorta in- 
stead of being an obstacle become a safety bar- 
rier between the surgeon and the other pleural 
cavity. 

However, Nissen’® in a personal communi- 
cation to the author has stated that he con- 
tinues to utilize a left sided approach for these 
lesions. 


TREATMENT OF ZONE 3 LESIONS 


Although no hard and fast set of rules can 
be applied in every case, most lesions involving 
the lower part of the esophagus as well as the 
cardiac end of the stomach can be removed 
through a combined thoracico-abdominal ap- 
proach. Marwedel?°, Hedblom ** and Micheli? 
all had this idea in mind. Humphreys *° in a 
personal communication to Garlock mentioned 
the simplicity of the combined thoracico-abdo- 
minal approach. Garlock in turn reported his 
results with this type of incision in 14 cases, and 
has become quite enthusiastic about it. 


CASE REPORT 


The following case is a typical example of a 
patient with a Zone 3 lesion: 


The patient, W. L., a 65 year old white male, entered 
the hospital on May 12, 1947, complaining of difficulty 
in swallowing which was of 5 months’ duration. He 
stated that food of solid consistency had become more 
difficult to swallow and that he was now living on 
liquids. There was some anorexia, nausea, eructa- 
tion and his dysphagia was becoming rapidly worse. 
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Figure 3. Surgical Treatment 
for Carcinoma of the Lower 
End of the Esophagus and Up- 
per End of the Stomach (Zone 
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his right side with a five degree 
inclination backwards. The in- 
cision extends from one or two 
inches below the umbilicus, over 
the inner third of the left rectus 
abdominis muscle, crosses the 
left costal arch, continues in the 






Mobilization 
of stomach 


Esophagus “ 


Some vomiting of undigested food was also present. 
In the past 4 months he had lost 29 pounds. Tempera- 
ture, pulse and respirations were normal and the blood 
pressure was 132/80. The physical examination was 
essentially normal. X-ray examination revealed a con- 
striction at the lower end of the esophagus, the exact 
nature of which could not be determined. The esophago- 
scopist’s report showed that the upper esophagus was 
filled with fluid and undigested food; the distal esopha- 
gus was obstructed at a point 42 cms. from the upper 
gums. A friable freely bleeding and ulcerating lesion 
was found at this point. A number 10 Bougie was 


passed into the stomach, but the esophagoscope could 
not be advanced into the stomach. Macroscopic im- 
pression was carcinoma of the esophagus, however, the 
tissue removed for biopsy revealed an adenocarcinoma. 


seventh intercostal interspace 
and then turns upward between 
cS the lett scapula and vertebral 
ah column. 

B. The abdominal part of 
the incision is opened and 
thorough exploration is carried 
out to determine operability. 

C. The costal arch is severed, 
the intercostal muscles and 
pleura are divided and_ the 
pleural cavity is entered. The 
diaphragm is divided radially 

gal from the esophageal hiatus to 
Triangle its peripheral attachment. 
D. Thoracico-abdominal ex- 
posure and identification of the 
esophageal triangle. 


This report suggested a carinoma of the cardiac end 
of the stomach which had invaded the esophagus. A 
partial gastrectomy and esophagectomy were done fol- 
lowed by an intrathoracic esophagogastric anastomosis. 
The pathologist reported an adenocarcinoma of the 
cardiac end of the stomach with extension into the 
esophagus. The technic of the operative procedure is 
described below. 

This man’s postoperative course was completely un- 
eventful. On his second postoperative day his tempera- 
ture rose to 101° and then rapidly dropped and re- 
mained normal from then on. Daily postoperative 
chest x-rays revealed a mild fibrous pleuritis, with a 
small pleural effusion in the lower left chest and a 
small pneumothorax. However, breath sounds returned 
immediately, and at no time was any dyspnea present. 
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Figure 4. Surgical Treatment 
for Carcinoma of the Lower 
End of the Esophagus and Up- 
per End of the Stomach (Zone 
3) (Cont’d.). 

A. Removal of the tumor in- 
cluding the lower end of the Cc 


esophagus and the upper end Leaves of 
of the stomach. mlmonary 
igament 


B. Supradiaphragmatic esoph- 
agogastrostomy completed. 

C. Repair of diaphragm and 
prevention of tension on the 
suture line by suturing stomach 
to the diaphragm, thoracic wall 
and adjacent mediastinal pleura. 


Oo Stomach 


The absence of pain was a striking factor throughout 
his entire course. He was out of bed on the third 
postoperative day and was discharged on the eleventh 
postoperative day. He is gaining weight and is now 
eating a liberal diet. 


Treatment: Intratracheal positive pressure an- 
esthesia is the one of choice. The patient is placed 
on his right side with about a five degree inclina- 
tion backwards. The right knee is bent and the 
pelvis is strapped to the table. Wide adequate skin 
preparation and draping are essential to good ex- 
posure. Scratch marks identify the seventh, 
eighth, ninth and tenth left costal cartilages. A 
left upper rectus incision is made, which extends 
from or below the umbilicus to the left costal 
arch (Figure 3-A). The peritoneal cavity is en- 
tered and a thorough exploration done to deter- 
mine the extent of the growth, fixation to vital 
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structures and the presence of metastases (liver, 
peripancreatic, pelvic and diaphragm) (Figure 
3-B). Should the tumor prove to be operable, 
the incision is extended over the costal arch and 
then upward and outward in the seventh inter- 
costal interspace. We have found the seventh 
interspace preferable to the eighth, since it af- 
fords better exposure and makes the performance 
of the anastomosis easier. The costal arch is 
cut and the pleural cavity is entered (Figure 
3-C). The intercostal muscles and pleura are 
divided back, well past the inferior angle of the 
scapula and the left leaf of the diaphragm is 
severed. The latter is divided radially from the 
esophageal hiatus to its peripheral rib attach- 
ment. Large phrenic vessels are encountered 
which should be properly isolated, divided and 
The inferior pulmonary ligament is sev- 


tied. 


















ered; this exposes an esophageal triangle which 
is bounded in front by the heart, behind by the 
descending aorta and below by the diaphragm. 
In this triangle the esophagus can be easily 
identified (Figure 3-D). Truesdale** has de- 
scribed this anatomic triangle as an aid in locat- 
ing diaphragmatic herniae. We have also used 
it in locating the esophagus in transthoracic 
vagotomies**. ° 


The technic for the resection and anastomosis 
is essentially the same as that described under 
Zone 2 lesions. However, this anastomosis would 
be infra-aortic as compared to the other which 
is supra-aortic (Figures 4-A and 4-B). Through 
this incision it is possible to resect the spleen and 
tail of the pancreas with ease, and even a total 
gastrectomy followed by an esophagojejunostomy 
becomes possible through it. Carter®® recently 
has commented upon the excellent exposure and 
ease with which splenectomy can be performed 
through a thoracico-abdominal approach. Closure 
is accomplished, the diaphragm is repaired, and 
the now somewhat enlarged esophageal hiatus is 
sewn to the transplanted stomach (Figure 4-C). 
Large perichondral or pericostal sutures are 
placed. A Bailey rib approximater draws the 
costal cartilages together and relieves the tension 
so that the perichondral sutures may be tied. 
Before the chest is closed, a rubber tube is in- 
serted in a lower interspace for underwater 
drainage. The pleura, intercostal muscles and 
overlying soft tissues are approximated. The 
abdominal incision is closed in layers. The neces- 
sity of a jejunostomy is still subject to much 
controversy; however, we have found this pro- 
cedure to be unnecessary. 


The suture material which we prefer is spool 
cotton?®. In an extensive and time consuming 
procedure such as this, continuous catgut is used 
only to close the thoracic and abdominal defects. 
We have never had cause to regret the combined 
use of cotton and catgut in the same case nor do 
we hesitate to use cotton on the mucous mem- 
brane side of an anastomosis. 


We agree with Garlock that the smoother and 
more rapid postoperative course of these patients, 
as compared to those who have had rib resection 
is impressive. The patient herein described was 


dangling his feet out of bed on the first post- 
operative day, was out of bed on the third post- 
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operative day and walked out of the hospital on 
the eleventh postoperative day. 
SUMMARY 

1, A previously suggested zoning of the esoph- 
agus into three divisions has proved helpful and 
practical as an aid to standardizing the surgical 
treatment for carcinoma of the esophagus and has 
been applied in a personal series of 22 cases. 

2. Typical case histories of Zone 2 and Zone 
3 lesions and their surgical management have 
been cited. 

3. Lesions involving Zone 2 (midthoracic 
esophagus) are best handled by transthoracic 
partial esophagectomy and partial gastrectomy 
with a supra-aortic esophagogastric anastomosis. 

4. Zone 3 lesions (lower esophagus and cardiac 
end of the stomach) are best resected by a com- 
bined thoracolaparotomy incision which does not 
necessitate the removal of any rib or ribs. 

5. A modification of the standard incisions is 
suggested. 

6. With the advent of positive pressure an- 
esthesia in the hands of qualified anesthetists, 
chemotherapeutic agents, expert pre- and _post- 
operative care and the perfection of surgical 
technic, such extirpations are made possible, thus 
providing a new lease on life for these patients 
who only a few years ago were considered doomed. 
850 West Irving Park Road 

The engravings used to illustrate this article 
were supplied through the courtesy of the Illi- 
nois Division of the American Cancer Society. 
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EARLY AMBULATION IN THE SURGICAL 
PATIENT 
(Review of 100 private cases on a general surgical 
service) 
ARKELL M. VauGHn, M.D. 

AntHoy ©. Guzauskas, M.D. 
Francis A. Lacorio, Jr., M.D. 
CHICAGO 

In recent years there has been a trend toward 
early ambulation of surgical patients, especially 
since the favorable report of Leithauser and 
Bergo’ in 1941. 

In reviewing the literature, however, it is 
found that Emil J. Ries? of Chicago, in 1899, 
advocated early ambulation for his gynecological 
patients. His patients arose from bed 24 hours 
to 6 days following vaginal celiotomy. Obser- 
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vations recorded by him compare favorably with 
those of the present day, especially in relation to 
bowel habits, appetite, early return of peristaltic 
sounds, and diminishing incidence of urinary 
retention. 

It is of historical interest that Dr. Ephraim 
McDowell’, who performed the first successful 
laparotomy in the United States in 1809, found 
his patient, Mrs. Crawford, up making her bed 
on the 5th post-operative day. 

Early ambulation in the United States was not 

popular following Ries” article. However, since 
the late twenties, articles have appeared from 
European clinics stressing its value. Since 1941 
the American literature has numerous articles 
upon the subject?:4°.%78.92012, 
Definition — At the present time there is no 
common definition for the term “early ambula- 
tion.” Various investigators have set individual 
standards as to time and physical exercise neces- 
sary to constitute it. Newberger* defines early 
post-operative ambulation as: 

“A daily post-operative continuation of bodily 
activities, including walking (not just being 
placed in a chair), self care in matters of 
toilet, dressing, feeding and even actual gym- 
nastics — directed toward an uncomplicated 
and rapid convalescence.” 

In this series we have arbitrarily set the time 

limit for arising and actually walking no later 
than the third post-operative day. 
Physiology. — Early ambulation restores normal 
thoracic motion and pulmonary activity. The 
normal vital capacity of the lungs is restored 
and at the same time an increased negative pres- 
sure is produced in the large venous vessels in the 
chest. Lowering of the diaphragm aids also in 
producing an increased negative pressure. By 
increasing the negative pressure in the chest, 
the return flow of venous blood is augmented. 
Likewise, full aeration of the lungs and pulmo- 
nary motion lessen the possible occurrence of 
atelectasis. 

Skeletal tone is restored early and muscular 
activity likewise increases the return venous flow. 

By early ambulation we hope to maintain a 
relatively normal vasomotor balance. 

Clinical Observations. — In order to contribute 
toward the evaluation of this procedure, we are 
presenting 100 private major surgical cases oper- 
ated at Mercy Hospital on our General Surgical 














338 ILLINOIS MEDICAL JOURNAL December, 1947 
TABLE 1 
Average Day Temperature Day Of 
Types Sex Average Age of Arising Max. Elevation Return To 
Of Cases Females Males Females Males Females Males Level Day Normal 

Thyroidectomy 10 44.5 1.4 99.9 1.7 2.6 
Cholecystectomy 7 42 at 100.8 5 5 
Cholecystectomy 

And Appendectomy 3 28 2.6 101.3 Le 5.6 
Cholecystectomy 

And Closure Of 

Choledochoduodenal 

Fistula 1 65 2 101.8 1 4 
Oophorectomy 4 33 a7. 100.9 HZ 4.4 
Appendectomy 

Acute 3 13 227 24 2.6 22 100.9 3 4 

Interval 16 8 22.6 30.1 2.4 1 100 1.4 32 
Gastroenterostomy 1 1 53 50 3 101 2 4 
Hysterectomy 5 39 2.4 101.1 1.6 3.2 
Herniorrhaphy 

Indirect Inguinal 2 7 35:9 39.3 2 2. 100.3 1:5 3.3 

Direct Inguinal 3 68 Z 100.1 io 23 

Umbilical 1 36 3 100 1 5 

Epigastric Z 45 15 100 1 2 
Vagotomy 

Transthoracic 4 44.4 2 101.6 S 4.7 

Abdominal with 

Posterior 

Gastroenterostomy 1 2 47 41 A! 3 101.5 i! 4.5 
Mastectomy 4 61 D5 101.5 1 3 
Omentopexy 1 46 3 100.8 1 2 
Foreign Body In 

Left Lumbar Area 1 43 1 102 1 2 





Service in the past 18 months. This group con- 
sists of surgical patients who got up and actually 
walked no later than the 3rd post-operative day. 
Since this was a new therapeutic aid in this 
hospital, these cases were carefully selected so as 
to overcome any prejudices or criticisms which 
might arise. A control group of similar cases 
who did not rise early is being compiled for a 
future publication in order to give us a more 
accurate evaluation of this problem. 

Of the 100 cases there were 60 females and 
40 males (see Tables 1 and 3). The average 


age for the entire series was 41.9 years, and the 
day of ambulation averaged 2.32 days. The 
average maximum temperature in the uncompli- 
cated cases was 100.8° reached on the 1.3 post- 
operative day, the temperature returning normal 
on the 3.56 day. The average hospital stay of 
the uncomplicated case was 9.52 days. No effort 


was made to send the patient home early because 
of the above mentioned reasons. 


Complications. — Complications occurred in 
six patients (see Table 2). There were three 
cases of pulmonary emboli, one occurring on the 
5th post-operative day in a 52-year old female 
following a cholecystectomy. Another on the 14th 
post-operative day in a 57-year old female fol- 
lowing a radical breast amputation. This latter 
patient developed a thrombo-phlebitis on the 
6th post-operative day. The third pulmonary 
embolism occurred in a 25-year old male on the 
14th post-operative day following a transabdom- 
inal vagus nerve resection and posterior gastroen- 
terostomy. This patient also developed an 
atelectasis on the 2nd post-operative day. 


There were two cases of thrombo-phlebitis. 
One, as previously mentioned, in the patient with 
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TABLE 2 
COMPLICATIONS 
Pulmonary Thrombo- Phlebo- 

Types Of Cases Atelecatsis Embolism Phlebitis Thrombosis 
Cholecystectomy 

52 yr. female 5th PO Day 
Mastectomy 

57 yr. female 14th PO Day 6th PO Day 
Appendectomy 

21 yr. female 14th PO Day 
Vagotomy- 


Transthoracic 

52 yr. male 
Vagotomy with 
Gastroenterostomy 

25 yr. male 
Vagotomy- 
Transthoracic 

50 yr. male 


2nd PO Day 


2nd PO Day 


a radical mastectomy. The other occurred in a 
21-year old female on her 14th post-operative day 
after being discharged from the hospital. She 
was re-admitted and treated conservatively. 

There was one case of phlebo-thombosis in a 
50-year old male following a transthoracic re- 
section of the vagus nerve, which developed on 
the 5th post-operative day. 

All of these cases were treated conservatively 
with Heparin, Dicumerol, and with lumber sym- 
pathetic Novocaine block when indicated. All 
patients made uneventful recoveries. 

Seventeen patients required a total of 23 
catherizations post-operatively. 

All patients were operated under general or 
spinal anesthesia. Intra-tracheal inhalation anes- 
thesia was used in the transthoracic vagus nerve 
resections. 

Catgut suture material was used throughout. 
except interrupted dermal for the skin incisions. 
Plain No. 0, doubled, continuous, was used for the 
peritoneum ; interrupted No. 1 chromic for clos- 


14th PO Day 


5th PO Day 





ing fascia, and plain No. 0 interrupted for ap- 
proximating the subcutaneous issue. 

The incisions used were pararectus, transverse 
and McBurney’s in the abdomen and intercostal 
in the chest. 

There were no wound disruptions nor deaths. 

A follow-up of the patients from two to eight- 
een months has revealed no further complications 
other than those already mentioned. 

Advantages of Early Ambulation. — The follow- 

ing advantages are noted in the literature®?1° 

and also from our personal experiences : 

1. Increased wound healing. 

2. Lowered incidence of nausea, vomiting and 
abdominal distension. 

3. Early return of vasomotor balance. 

4, Earlier return of normal function of bladder 
and bowel. 

5. Maintenance of normal muscle tone. 

6. Psychologie effect on the patient’s morale 
and mental status. 

7. Acceleration of convalescence. 


TABLE 3 


SUMMARY CHART 











Day of 
Average Day Aver. Max. Day of 
Total Number Average of Max. Temp. Normal 
of Patients Age Ambulation Temp. Elev. Temp. 
Males 40 Males 42.7 Males 2.3 100.8° 1.3 3.56 
Females 60 Females 41.2 Females 2.35 





2.32 
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8. Karlier return of working ability. 

9. Economic saving to the patient and hospital. 
10. Nursing care reduced, which is especially de- 
sirable in this day of scarcity of nurses. 
Contra-Indications for Early Ambulation. — 
‘The following have been listed as contra-indica- 

tlons : 
1. Prolonged bed rest previous to surgery. 
2. Cardiac insufficiency. 
3. Recent coronary occlusion. 
t. Shock. 
5, Severe anemia. 
6. Hemorrhage or fear of hemorrhage. 
7. Suspected presence of thrombi or emboli. 
(a) 
(b) pancreatis, and (c) cholangitis. 
9. Insecure anastomosia, copious tamponade, 
and difficult hernia repair. 
10. Avitaminosis. 
11. Hypoproteinemia. 


8. Suppurative conditions as peritonitis, 


12. Severe abdominal distention. 


COMMENTS 
We feel that early ambulation is not the en- 
tire answer to pulmonary and embolic phenom- 
ena, since in our series we have experienced three 
cases of pulmonary emboli, two cases of thrombo- 
phlebitis, and one case of phlebo-thrombosis, 
along with two cases of atelectasis. From our 
clinical observation we find that the patients’ 
morale and mental outlook are greatly enhanced 
by their ability to walk about and take care 
of their toilet. It is also felt that absolute 
bed rest is no longer a dictum for good wound 
healing in the surgical patient, especially since 
Newburger* and Kimbarovsky (cited by .Leit- 
hauser®) have shown in experimental animals 
that activity rather than immobilization in- 
creased wound healing. We allowed only certain 
indirect inguinal hernias up early and no direct 
hernias when the study began. However, since 
the report of Blodgett**, who showed a lower in- 
cidence of recurrence of direct hernias in early 
risers than non-early risers, we have allowed 
selected direct hernias to arise early, with no 
recurrence to date. By the term Early Ambu- 
lation we mean that the patient is actually 
walking and not merely out of bed, sitting in a 
chair. Early ambulation should not be an over- 
all procedure for all post-operative patients, 
but rather selected for those who manifest none 
of the above mentioned contra-indications. 


ee 
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SUMMARY 

1. One hundred patients are reviewed with an 
average age of 41.95 years, who had major 
surgical procedures performed upon them and 
who arose and walked no later than the 3rd 
post-operative day. 

2. The average day of ambulation was 2.32 
days. 

3. The average maximum temperature in the 
uncomplicated case was 100.8°, reached on the 
1.3 day and returned to normal on the 3.56 day. 

4, The hospital stay of the uncomplicated 
cases was 9.52 days. 

5. Seventeen patients required a total of 23 
post-operative catherizations. 

6. Six patients had pulmonary or vascular 
complications with recovery. 

%. Catgut sutures are not a contra-indication 
for early ambulation. 

8. There were no deaths nor wound disrup- 
tions. 

9. Pulmonary or vascular complications are 
not prevented by early ambulation but in our 
opinion are reduced. 

10. Early ambulation in selected cases judi- 
ciously supervised has certain advantages. 

30 N. Michigan Ave. 
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MENTAL ASPECTS OF GROWTH 
AND HEALTH 
BERT 1, BEVERLY, M.D. 
CHICAGO 


Mental health in an adult is the culmination 
of normal growth and development, especially 
normal emotional growth; mental ill health is 
usually the result of the failure of this process. 
That is one of the many reasons why the sub- 
ject of growth and development is receiving an 
increasing amount of attention in the fields 
of pediatrics, education and public health. 


Pediatricians, psychologists and progressive ed- 
ucators are concerned primarily with studying 
and measuring mental growth; psychiatrists ex- 
amine the process in order to discover the origin 
of the mental ill health of their patients. Author- 
ities in all of these branches of study generally 
agree that mental heaith or ill health, as the 
case may be, is largely determined in child- 
hood. It is their conclusion that the innate 
patterns of physical and emotional growth can- 
not be greatly altered but that they can be pre- 
vented from reaching their full development. 
This is particularly true of emotional develop- 
ment. It can be seriously impeded and when 
this occurs, that is, when something arrests or 
distorts emotional growth, the result is mental 
ill health. Also when problems become too 
difficult there is often a regression to a less 
mature level. 

Life is a growth process. A human being 
comes into existence through the union of two 
cells which rapidly increase until there are 6 bil- 
lion. It is possible to study the individual in 
relation to those factors which pertain specifi- 
cally to him; but he cannot be dissociated from 
the whole growth process of which he is a part. 
We know that “every human being and _ his 
whole existence are a link in the long chain 
of historical evolution, a part of the eternal life 
stream. In this type of experience, existence is 
no longer defined by the personal past; instead 
the impersonal past creates for the individual 
experience a timeless background. a perspective 
of ‘eternity’ and ‘immortality””! From this 
point of view, the infant at birth is not a new 
creature but a very old one. In the words of 
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Aldrich, “each new-born is actually a living rep- 
lica of the individual that came into the light 
of day before the dawn of civilization.”* Through 
his behavior this individual reveals the patterns 
which were developed by the countless genera- 
tions of his ancestors and are destined to pass 
on to untold future generations. 


His heritage is both physical and mental, and 
to a great extent, unalterable. One infant, for 
example, who is small at birth, will probably be 
a small child, because his parents are small, and 
will, in turn, be a small man, even though he 
receives every environmental advantage. An- 
other child, who was large in infancy, becomes 
a large child and a large man, even though he 
failed to receive care which reached accepted 
standards of nutrition. The child’s level of 
intelligence, likewise, is predetermined. If it is 
high at birth it will be high in adulthood; if 
low at birth, it will be low in adulthood, re- 
gardless of the amount or quality of training 
the child may receive. Similarly, an individual 
is born with special aptitudes and special handi- 
caps. He may have a sense of rhythm, good 
motor coordination, and artistic talents or he 
may be clumsy, lacking in musical ability or 
visual word memory. Such characteristics are 
present at birth and remain without change 
throughout the life of the individual. 


Emotional qualities also are innate but these 
are not immutable. In the case of an individual 
who develops normally the same emotional char- 
acteristics which he manifested during infancy 
will continue into adulthood. These qualities, 
however, unlike his mental capacity and special 
abilities, can be altered by an interruption of 
the growth process. 


Individual differences in emotional response 
appear almost at once in any group of infants. 
When babies are only a few days old they will 
show a wide variety of reactions to loud noises, 
the fear of falling or interference with their 
nursing. One infant may react violently, when, 
for example, someone turns his head away 
from the breast. His muscles will become tense ; 
he will ery loudly and refuse to return to the 
breast. Another baby may make a loud protest 
and vigorously resume his nursing as soon as 
the restraint is removed. One may cry less 
vociferously and nurse again after a short de- 
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lay, while the next may offer only a mild pro- 
test. These temperamental differences have not 
been followed in a number of individuals suffi- 
cient to justify positive conclusions, but evidence 
seems to indicate that the degree of intensity 
of emotional response is constant throughout life. 
Certainly it is important to know that there 
are individual differences. Those persons who 
have the care of a child should recognize his 
characteristic responses to various stimuli in or- 
der to formulate a suitable program of general 
care and discipline. 


The various patterns which make up a per- 
sonality are unfolded by means of that life- 
time storage battery of growth energy with 
which each individual is endowed. This force, 
which we call vitality, is transformed into ag- 
gressiveness and is normally constructive and 
capable of producing optimum growth. Individ- 
uals, however, do not possess it in equal amounts. 
One may have a superabundance which is capable 
of supporting great activity over a long life 
span; another may have only enough to main- 
tain a moderate activity for a relatively short 
period. 


We know that the growth of the individual 
comes from within. No one can add to a child’s 
stature by stretching him, increase his mental 
capacity by force-feeding knowledge, or improve 
his personality by coercion. Nature has provided 
the only force which produces and sustains 
growth. All that we can do to insure a child’s 
healthy development is to make sure that the 
growth force does not lack nourishment. If we 
supply what the child needs for physical and 
mental growth he responds with physical and 
mental development and arrives at emotional 
maturity. Unfortunately, however, we can af- 
fect the child’s development in a negative, in- 
jurious manner. That is, if we fail to supply 
his growth needs we may alter his frame and 
distort, even stunt, his mind. 


There is an established sequence in mental 
as well as physical growth changes. Embryo- 
logically every live cell and every muscle fiber 
appeared and grew at its appointed time. So 
also behavior changes follow nature’s time table. 
A child does not walk before he can sit up or 
talk in sentences before he can say words. These 
steps in the growth process occur in the same 


order in all individuals. They vary in time 
and degree only. 


Some individuals grow more rapidly than 
others, but each has his own established rate. 
Here again, any change which we have the 
power to effect is for evil rather than for good. 
That is to say, we cannot appreciably increase 
the rate at which the child grows but by faulty 
management we can retard it. Our function, 
then, is not to attempt to alter the fundamental 
characteristics of the child but to help him to 
grow normally in his own way. 


When we say that each child has his individual 
rate of growth this does not mean an equal de- 
velopment of all aspects of his being. His body 
may develop more rapidly than his mind or the 
other way around. For example, it is possible 
for a boy whose chronological age is seven to 
have the physical growth of the average eight 
year old, the intellectual capacity of a child 
of nine, and the emotional development of one 
who is only six. In order to determine what to 
expect of a youngster it is necessary to know 
not only his chronological age but also his level 
of physical and intellectual and emotional de- 
velopment. During his adolescence one should 
know also his physiological age (clegure of 
maturation). 


The problem in the care of the child from 
the point of view of mental health, then, is to 
recognize and respect his inborn characteristics 
and the rate at which they develop in him, and 
to satisfy his growth needs in order that he may 
reach his fullest capabilities. In the infant the 
growth needs are simple and he has at birth 
various functioning mechanisms through which 
they can be supplied. The most vital of these 
are respiration, circulation, digestion, metabolism 
and response in terms of feeling. The new-born 
baby acts the way he feels. When he receives 
the food and attention he needs for growth, 
he is satisfied and happy; if he lacks the essen- 
tials for growth he reacts with fear and hate. 
Repetition of either set of experiences causes his 
response to become a habit. When satisfaction 
and complacency become the habitual response, 
the child develops self-confidence and self-reli- 
ance, his growth energy is channeled into con- 
structive aggressiveness, and he has the pleasure 
of knowing that he is useful. On the other 
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hand, when the child’s habits of response are 
formed in terms of fear and resentment, they 
lead to frustration, destructive aggressiveness, 
lack of self-confidence and self-reliance, and 
later stunt emotional growth and lead to a sense 
of guilt. ‘The former habit patterns form the 
basis for mental health, the latter, for mental 
ill health. Since habit formation begins at birth, 
the younger the individual, the more important 
it is to supply his growth needs and keep him 
on the path which leads to mental health. 


This means recognizing and respecting a 
child’s individual qualities which, at first, are 
manifested in little more than a characteristic 
rhythm of sleeping and waking. The child will 
sleep until his growth needs cause him to wake 
and ery. After he has received an adequate 
amount of food, has been fondled and made 
comfortable, he will go back to sleep. Most 
babies have a fairly regular rhythm of waking 
and sleeping and this should determine the 
feeding schedule which will probably be set at 
about two, three, three and a half or four hour 


intervals. 


As the child grows, his needs increase and 
change. Growth needs are now well known. 
For bodily growth, an individual requires ade- 
quate food and physical care. For mental growth 
he needs security; an opportunity to grow ac- 
cording to his innate pattern and to take re- 
sponsibility appropriate to his age and ability; 
and finally, freedom from standards of behavior 
beyond his developmental level. 


Of these thing which are essential to mental 
health the most important is security, the sense 
of being wanted and accepted as is. Some babies 
are not wanted and even when the parents at- 
tempt to suppress their feelings this circumstance 
produces an unfavorable reaction in the child. 
Similar differences are created by parents who 
are unwilling to accept the baby because, per- 
haps, he has characteristics which they do not 
like or because he is a reflection and reminder 
of problems in their own minds. The child who 
is wanted and accepted responds with satisfac- 
tion and complacency. The child who is not 
wanted or accepted develops irrational fears and 
resentments. The one has received the primary 


BERT I. BEVERLY 





343 





essential for mental health; the other has the 
groundwork for a later neurosis. 


Given the infant who is wanted and loved 
and supplied with the elements he needs for 
growth, the next step is — to let him grow. In 
other words, parents should couple their love 
with patience and temper their ambition with 
realism. They cannot know and science can- 
not reveal to them what proclivities lie hidden 
in the infant. Only the gradual unfolding of his 
mental patterns will tell whether the child has 
a mechanical or an academic type of mind; 
whether he will be an athlete, and artist, a 
musician, or just an average individual with no 
outstanding abilities. If the parents are wise, 
they will not try to impose their wishes on the 
child but will wait to see where his abilities lie 
and help him to develop them whatever they may 
be. By so doing they will help him to achieve 
maximum growth and the best adjustment. On the 
other hand, parents who are determined to make 
an artist out of a mechanic will probably get 
neither, because their efforts will serve chiefly 
to hinder the child’s mental growth in every 
direction. 


Similarly, attempts to force behavior on chil- 
dren before they are ready, end not only in 
failure but also in the impairment of mental 
health. Children like to take responsibility 
when they have grown enough to do so. If they 
are permitted to assume those responsibilities of 
which they are capable, they will gain self-con- 
fidence and derive satisfaction. Attempts to 
hurry them, however, to force upon them be- 
havior for which they are not yet sufficiently 
developed, will inevitably interfere with normal 
growth and impair mental health. Toilet habits 
afford a good illustration of this point. With 
very little guidance from parents, children from 
twelve to eighteen months will accept respon- 
sibility for toilet habits. If a mother has trouble 
in toilet training it is usually because she began 
when her baby was too young. Often she has 
frightened the baby or, perhaps, has used too 
much force. Children stop wetting the bed at 
night when they are ready, and not before. 


Setting standards of behavirr which are in 
advance of the child’s ability to accept them, 
is the most common error in the rearing of chil- 








344 ILLINOIS MEDICAL JOURNAL 


dren. An infant cannot successfully behave 
like a child or a child like an adult however 
much the parents may try to force him to do so. 
All children will meet adult standards of be- 
ents have behaved like grown ups. 
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THE DIAGNOSIS OF PULMONARY 
TUBERCULOSIS 
GrorcE H. Vernon, M.D. 
SPRINGFIELD 


The control of pulmonary tuberculosis depends 
on the early diagnosis, isolation and treatment 
of the active cases. Nothing has been added to 
our knowledge in recent years to change this 
fundamental fact. Most of what has been said 
and written about symptoms and findings applies 
only to the advanced stages. The most valuable 
diagnosis is one which is made early. Beginning 
tuberculosis has no characteristic symptoms and 
no significant physical findings. X-ray exami- 
nation is necessary for its detection. 

It is important to place pulmonary tubercu- 
losis near the top of the list of diagnostic pos- 
sibilities in cases giving a history of nervousness, 
digestive disturbance, loss of weight, productive 
cough, and pulmonary hemorrhage. When the 
disease is accompanied by such symptoms it is 
usually easy to find tubercle bacilli in the spu- 
tum and chest films show extensive infiltration 
and cavitation. Such cases still make up a large 
majority of those admitted for sanatorium treat- 
ment. They take up most of the time and inter- 
est of the sanatorium physician. Extensive sur- 
gical procedures are frequently required for 
permanent arrest of the infection. ‘Treatment 
periods run to two and three years with signifi- 
cant mortality rates. The patient with arrested 
advanced disease is a handicapped individual 
whose rehabilitation offers further problems. 
Reactivation of the infection in later years occurs 
with disappointing frequency. Everyone around 
such a patient has been showered with tubercle 
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bacilli for weeks or months. The disease per- 
petuates itself in this way. 

The early case offers a pleasant contrast to the 
above picture. There has been little opportunity 
for spread of infection and arrest of the disease 
can be achieved much more frequently with 
shorter periods of treatment. When collapse 
therapy is necessary the simpler procedures are 
usually sufficient. The residual handicap is 
slight and recurrence of active disease in later 
life is exceptional. 

It is therefore of basic importance in the diag- 
nosis of pulmonary tuberculosis to find it in the 
early stages. ‘There have been many reasons for 
failure in early diagnosis in the past. Probably 
the most serious errors have resulted from not 
thinking of tuberculosis at all. A surprising 
number of physicians openly express a lack of 
interest in the disease. It would be natural if 
these men had a low index of suspicion of its 
presence. It is not unusual for the first search 
for tuberculosis to be made at the suggestion, or 
even at the insistence, of the patient. Symptoms 
may have been present for months or years. At 
other times tuberculosis may have an acute onset. 
The patient is apparently well and advanced 
disease is discovered within a few weeks of the 
first symptoms. 

However, the majority of cases of pulmonary 
tuberculosis develop slowly. Symptoms are ab- 
sent or so slight that the patient considers him- 
self entirely well. Such individuals seldom go 
to a doctor and their examination must be 
brought about by education and community en- 
deavor. It is only when patients seek medical 
advice that the diagnosis of pulmonary tubercu- 
losis becomes a direct professional responsibility. 
There is only one way in which this responsibili- 
ty can be met. The possibility of tuberculosis 
must be considered in every patient who con- 
sults a physician. The private physician has 
been a leader in tuberculosis case finding in the 
past. Routine methods will be required to main- 
tain this position in the face of the decreasing 
morbidity of the disease. 


Misplaced confidence in physical examination 
is another common cause for delay in the dis- 
covery of pulmonary tuberculosis. ‘Too much 
stress cannot be placed on the limitations of 
physical diagnosis. In almost every case of early 
or latent pulmonary disease, percussion and aus- 
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cultation are so inadequate as to be practically a 
waste of time. This fact may be accepted with 
reluctance because of the amount of stress placed 
on these subjects in medical training. Doctors 
continue to express surprise at the extent of 
pulmonary lesions as shown by x-ray examina- 
tion. Pulmonary disease discovered accidentally, 
in the absence of physical findings, is considered 
to be exceptional. It is nevertheless true that 
most minimal and many advanced cases of active 
pulmonary tuberculosis would easily pass careful 
physical examination. 

The problem is to sift out the few active cases 
without depending on much help from symptoms 
and physical findings. There are two valuable 
screening methods at our disposal. These are 
the tuberculin test and the x-ray examination of 
the chest. Both have good points and either will 
produce desirable results. The important thing 
is that at least one or the other be used routinely. 


The chest film appeals to the majority of doc- 
tors. It reveals cardiac and other pulmonary 
abnormalities and the result is available prompt- 
ly. These advantages have led to the present 
campaign for x-ray examination of all hospital 
admissions. 

In office practice, the average patient does not 
have easy direct access to x-ray facilities. Here 
the tuberculin test is very helpful. Time is a 
factor and doctors are busy. Tuberculin skin 
testing, when included in an office routine, takes 
very little time. A positive reaction indicates 
previous exposure to tuberculosis. Positive re- 
actors are usually anxious to proceed with x-ray 
examination. This service is available in most 
communities in the tuberculosis clinic. 

The patients with suspicious x-ray shadows 
are found by these screening methods. Evalua- 
tion of the film findings in each instance requires 
a complete history and careful clinical study. 
A tuberculin test should be one of the first steps 
if it has not already been done. For practical 
purposes a negative tuberculin reaction rules out 
active tuberculosis. ‘This implies repeated tests 
with adequate dosage in questionable cases. 


It is necessary not only to determine the 
presence of tuberculosis, but also the degree of 
activity of the lesion. Recovery of tubercle ba- 
cilli from pulmonary secretions gives absolute 
proof of active disease. Culture or guinea pig 
inoculation of one or more fasting gastric spec- 
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imens may be required in the absence of a pro- 


ductive cough. Occasionally the diagnosis of 
active pulmonary tuberculosis needs to be made 
without this conclusive evidence. Serial chest 
films are always more helpful than the findings 
of any single examination. An unstable tuber- 
culous lesion, even though retrogressive, must be 
considered active. 


It is beyond the scope of this presentation to 
go into the details of interpretation of chest 
films and of differential diagnosis of pulmonary 
diseases. We are convinced that tuberculosis 
case finding would make a great stride forward 
if more physicians would think of the disease 
and suspect it always. The saddest mistakes 
have not resulted from failing to find tubercu- 
losis, but from having waited so long to look for 
it. The doctor who becomes sufficiently inter- 
ested to consider tuberculosis routinely will have 
little difficulty in the diagnosis of most of the 
active cases. 


The search for pulmonary tuberculosis has 
become more and more an x-ray project. It has 
been greatly stimulated by the practical applica- 
tion of small film photofluorography. This trend 
will probably continue with community and 
industrial surveys and with the study of hospital 
admissions. Regardless of our particular medi- 
cal interest, we will all be having these chest 
x-ray problems brought to our attention. 
Tuberculosis will be outnumbered by other 
abnormalities of the lungs, mediastinum and 
cardiovascular system. More frequent oppor- 
tunities will be available for early diagnosis of 
malignant tumors, especially bronchogenic car- 
cinoma. Here, everything depends on prompt 
referral for surgical exploration and resection. 


While stressing the importance of x-ray 
examination we should also recognize its limita- 
tions. The first requirement is that adequate 
technical factors be used and that the film be 
processed with care. X-ray impressions reflect 
the training and experience of the clinician. 
Such impressions should not be considered 
diagnostic without clinical confirmation. A va- 
riety of conditions may give identical x-ray 
shadows. Final diagnosis requires knowledge of 
the history and other clinical findings. No 
single method of examination will tell us which 
patients have pulmonary tuberculosis. Evalua- 
tion of activity of tuberculous lesions may also 
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be difficult. The two most helpful procedures 
are serial chest films and culture or guinea pig 
inoculation of fasting gastric specimens. The 
passage of time may change conclusions which 
have been reached after months of observation 
and study. 

There is another important way in which the 
physician can contribute to the diagnosis of pul- 
monary tuberculosis. As a citizen of the com- 
munity, he has a personal interest in efforts to 
search out the disease. The examination of any 
significant number of apparently well people for 
any purpose requires cooperation and education. 
The doctor is in a particularly influential posi- 
tion to encourage such community efforts and his 
cooperation is essential to their success. 

In conclusion, the most important factors in 
the diagnosis of pulmonary tuberculosis may be 
summarized briefly. The possibility of tubercu- 
losis should be considered in every patient who 
consults a physician. The most helpful diag- 
nostic procedures are the tuberculin test and the 
x-ray examination. Search for the disease must 
be routine because there are usually no symptoms 
in the early stages. Every office patient should 
have a tuberculin test. Every hospital patient 
should have a chest x-ray film. No examination 
of the chest is adequate without x-ray study. In 
routine use these procedures require a minimum 
of time. The physician should also encourage 
and cooperate in community surveys. These 
measures favor early diagnosis and eventual 
eradication of tuberculosis. 

Palmer Sanatorium 





OBSERVATIONS ON FRACTURE 
TREATMENT 
Harotp A. SoFretp, M.D. 
CHICAGO 
The greatest error that our generation can 
make in regard to advancement in fracture treat- 
ment is to neglect the lessons to be learned from 
experiences of the last war. Never in history 
has there been such a vast concentration of frac- 
tures available for treatment and study. In 
civilian life we regard a 500 bed hospital as quite 
an institution — in the war a 5000 bed military 
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hospital was paid the same regard and there 
were more than a hundred hospitals of 1000 and 
2000 beds. ‘These hospitals, in general, were 
well staffed with men skilled in the management 
of fractures, the equipment was on a par with 
the finest of civilian institutions and the hospi- 
tal records on the whole are more complete than 
those found in civilian hospitals. Follow-up 
studies over periods of months and years are 
much more feasible in military personnel than 
in civilians because many military fracture cases 
are drawing disability payments and can be re- 
examined periodically in various veterans hospi- 
tals where at the present time fracture specialists 
are working. We must continue to extract the 
truth from this vast reservoir of experience or we 
will have failed in the greatest opportunity our 
generation is apt to have presented to it. The 
lessons we have already learned pushed forward 
at an accelerated pace and fracture books written 
before the war are now sadly in need of revision. 
Methods of fracture care which seem adequate in 
the experience of 20 or 50 cases frequently are 
found wanting when analyzed in a series of 1000 
or more cases and it is only by analysis of large 
groups of cases that significant observations can 
be made. The second important study is that of 
long time follow-up. We must know what meth- 
ods give the best results five, ten or twenty years 
later on large series of cases. This follow-up 
study is gradually getting under way now and 
will be carried out by men selected in different 
parts of the country. As the various studies are 
made the results will be released and should be 
of considerable importance in guiding our future 
methods of fracture management. We have the 
opportunity of putting fracture care on a more 
scientific basis than ever before in history and we 
must not fail. 


Some of the things learned from observation 
of great numbers of cases and many methods of 
handling fractures are listed below. 


1. The fundamentals of fracture treatment 
are either not commonly known or are too fre- 
quently disregarded. This is primarily a fault 
in our teaching of fractures and should be reme- 
died. The anatomy, physiology and pathology 
of fractures and the relationship of a fractured 
bone to the physiology of the entire body are to 
many unknown entities. Until one understands 
that the broken bone is only one part of the in- 
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jury that must be treated he is not qualified to 
work with fractures. 


2. Apparently the temptation to use metallic 
gadgets of various sorts is overpowering to the 
majority of surgeons. The multitude of plates, 
screws, rods, transfixation apparatus, pins, bolts 
and wire available for fracture work must have 
a great fascination. Some surgeons feel that 
they have not properly impressed the patient or 
their colleagues with their remarkable skill un- 
less they screw a plate on a fracture or at least 
drive in a few screws or pins. ‘True enough, 
such procedures do make the case seem more 
serious but the unfortunate part of the picture is 
that the case is really made more serious the 
more foreign material that is added. There is 
a definite place for screws, plates, ete., but the 
most skillful and most intelligent fracture sur- 
geon is the one who uses the fewest relative 
numbers of these foreign substances. Mass sta- 
tisties definitely show that the incidence of in- 
fection and bad results is in direct relationship to 
the open versus the closed methods of fracture 
treatment. Restrict the use of tempting gadgets 
to those cases where necessity demands their use. 
The most wonderful machine ever made for han- 
dling fractures is a good pair of hands and no 
better machine will ever be invented. 


3. Physiotherapy frequently does more harm 
than good. This is not because it is bad in it- 
self but because it is so frequently mishandled 
and misdirected. The most common error is in 
delay in initiating skillful, gentle physiotherapy. 
The present tendency is too often to wait until 
the joint is quite stiff and then initiate physio- 
therapy in an effort to loosen it up again. Rough 
manipulations of stiff joints or manipulations 
done under anesthesia so commonly result in 
additional stiffening that one wonders if the few 
cases that do loosen following such treatment im- 
prove because of the treatment or rather in spite 
of it. Passive motion should never be the main 
mphasis in physiotherapy. The good physio- 
therapist or surgeon directs the individual to 
gradually increase his own active motion so that 
the patient’s muscle power does the work, not the 
muscle power of the assistant. 


4. The abuse of bed rest is never more serious 
than in the treatment of fractures. Doctor How- 
ard Rusk, while in the Army, did some most en- 


lightening experiments. He took a series of 
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cases with fractures of the tibia and fibula and 
divided them into two groups. One group after 
casting was permitted to lie around in bed in the 
customary hospital manner; the other group 
after casting was put through a set of exercises 
in bed several times daily. When the casts were 
removed from both groups it was found that the 
exercised group had practically no atrophy of the 
rasted legs and became ambulatory in a much 
shorter time than did the unexercised group. 
Even though the casted leg on the exercised 
group received no exercise the maintenance of 
body tone and muscle strength in other parts of 
the body preserved the tone and strength in the 
casted leg. No fracture case should be kept in 
bed a single day longer than necessary and when 
confined to bed because of traction or other ap- 
paratus specific exercises gradually increasing in 
effort output should be instituted and performed 
several times daily regardless of age. With this 
regime in civilian practice we have seen elderly 
patients confined because of traction treatment 
actually come out of bed more vigorous than 
before they suffered their injuries. Needless to 
state the incidence of pulmonary and other com- 
plications is strikingly reduced by such exercises. 


5. The necessity for organization of a splint 
room under strict supervision is not only desira- 
ble but necessary for good fracture treatment. 
Nothing is more discouraging than to attempt to 
rig up a Thomas splint traction in a hospital 
that lacks such a supervised room. One wanders 
all over the hospital picking up a variety of 
weights in one place, a dirty, ill fitting Thomas 
splint in the basement, perhaps some moleskin 
tape from the operating room, an elastic bandage 
from the emergency room and a number of ill- 
matched parts of a fracture frame for the bed. 
Bits of sasheord are tied together in an effort 
to keep the knots from binding in the pulleys, 
provided one can find enough pulleys to complete 
the puzzle. When finally installed the apparatus 
is certainly no credit to the surgeon or the hospi- 
tal and because of its makeshift construction 
frequently does the patient little good. Putting 
fracture apparatus in a closet seldom does any 
good because it has to be all hauled out each 
time to get at the necessary piece on the bottom 
and gets all mixed up and then the vital parts 
disappear. Only a locked room, with one hospi- 
tal employee made responsible for seeing that 








the apparatus is clean and properly hung up, 
and that the inventory of parts is always up to 
date can answer the need. Such an organiza- 
tion not only pays off in good work but also in 
good nature. 


6. No adequate substitute has as yet been 
found to take the place of good plaster of paris 
bandages. There are certain limited uses of 
popularly advertised cellulose acetate and other 
materials for casting but all have some dangers 
and none are as fast and as adaptable as plaster 
bandages. None of the large orthopaedic insti- 
tutions show any signs of discarding the general 
use of plaster in favor of the newer materials 
and most of the hospitals have tried the more 
recent inventions. Learn to use good plaster 
bandages well and they will answer 95% of the 
requirements for casting. 


7. One mistake that is frequently made in 
interpreting fractures occurring near joints in 
children is due to the confusion with epiphyseal 
lines. Few fracture surgeons, unless they are 
working predominantly with children, are fa- 
miliar with the exact appearance of epiphyseal 
lines and their times of closure. Injuries near 
these lines cause some confusion and interpreta- 
tion of x-rays is frequently mistaken. Fortu- 
nately nature made most of us more or less 
hilaterally symmetrical and one of the most sim- 
ple methods of properly evaluating such injuries 
near joints in children is to have the opposite 
extremity, if perchance it is uninjured, x-rayed 
so that comparison can be made. Often this 
simple expedient is not used and serious errors 
that could be avoided are promulgated. 


8. Compound fractures are emergencies. The 
principal reason that our war record for the 
relatively low incidence of infection in com- 
pound fractures after a good regime of treatment 
was established as the war went on is because 
such fractures were treated as emergencies and 
were handled with proper surgical technique. 
The use of the sulfa drugs and penicillin was of 
valuable assistance but in no way did these 
drugs take the place of good surgery done early. 
There can never be a substitute for adequate sur- 
gery in the treatment of compound fractures. 
Early, adequate debridement done under strict 
conditions of asepsis with due regard to the 
general physical condition of the patient and 


followed up by adequate splinting of the part 
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means the difference between success or failure. 
Most of literature on the treatment of com- 
pound fractures even now is being written by 
surgeons who were civilians during the past war 
and who if they personally treat 30 compound 
fractures in the early stages per year have 
enormous series. These surgeons frequently con- 
done the use of primary metal fixation in such 
treatment and in their limited experiences have 
had few disastrous results. Many of the mili- 
tary surgeons had, of necessity, to operate 30 to 
50 compound fractures per week, week after 
week. Such cases in the later part of the war 
were carefully followed in large series and ac- 
curate figures are available as to the results ob- 
tained with primary internal fixation. All the 
facts show that primary internal metallic fixation 
in compound fractures should be avoided if at 
all possible and it is practically always possible. 
Many of these military surgeons were working 
under ideal conditions of asepsis and many were 
skilled fracture surgeons drawn from faculties 
of leading medical schools. The percentage of 
infection was too great to warrant the risk. The 
results of internal fixation, following delayed 
closure, secondary closure or primary closure, or, 
in any event, after the compound fracture has 
been converted into a simple fracture are much 
more encouraging. The urgency of operating 
upon a compound fracture is just as great as the 
necessity of doing a “red hot” appendectomy. 
The surgeon, if called at night, should attend 
immediately and if at all possible every half 
hour should be saved. Time is of the utmost 
importance even though we now do debridements 
many hours after what used to be termed the 
“golden hours.” 


These few general observations on fracture 
treatment as presented to members of the IIli- 
nois State Medical Society might well be sup- 
plemented with one local observation, namely, 
that the present arbitrary conduct of many of 
the Accident Insurance Companies functioning 
in our State is fostering poor fracture treatment 
and resentment among the injured employees 
and the surgeons. The high handed methods of 
setting ridiculously low fees, such as a dollar and 
a half for office calls and $25 to $50 for compli- 
cated fractures engenders poor surgery and bad 
feelings. If such arbitrary manipulation of pro- 
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fessional work and of fees by prominent insur- 
ance companies is any foretaste of governmental 
medical control, for the sake of good professional 
treatment of the patient, we would do well to 
fight both. 

6 North Michigan Avenue 





INDICATIONS FOR LUMBAR 
SYMPATHECTOMY 
GEzA DE Takats, M.D., M.S., F.A.C.S. 
CHICAGO 

Lumbar sympathectomy has become a stand- 
ardized surgical procedure carried out with ease 
in any well organized surgical service. While it 
needs some special equipment and study the oper- 
ation is long past the experimental stage and is 
performed routinely in our vascular surgical 
units in the average of 20-25 times a month. 
The technique has been described previously in 
detail’ and consists of an anterolateral, muscle- 
splitting, extraperitoneal approach, done under 
spinal anesthesia in from 25-30 minutes with an 
average hospital stay of one week. Should a 
bilateral procedure be necessary, this is never 
done in one stage but may follow the first one 
in from 5 to 7 days. 

GENERAL CONSIDERATIONS 

The removal of the lumbar sympathetic chain 
frees the corresponding extremity from fluctu- 
ations of vasomotor tone. This occurs to a con- 
siderable extent under the influence of emotion, 
low environmental temperature and erect pos- 
ture. While the lower extremities can readily 
tolerate such fluctuations when circulation is 
intact, an extremity with a small basal inflow of 
blood will be greatly benefited when such vaso- 
spastic influences are excluded. There are cer- 
tain diseases such as Buerger’s disease, in which 
a continuous reflex vasospasm is maintained, 
originating from the diseased arterial segments. 
We have not felt the need for sympathectomies 
in chronic deep venous thrombosis because the 
fixed hard fibrosis of the tissues will hardly 
respond to denervation in a manner in which the 
acute thrombophelbitic edema does to the pro- 
caine injection. 

Since the lumbar chain is easily accessable to 
infiltration with procaine, a paravertable sympa- 
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thetic block should be done before sympathectomy 
and its effect observed on skin-temperature, on 
walking ability and on venous filling time. Such 
a preliminary study will give the surgeon an idea 
of the capacity of the terminal vascular bed to 
dilate but it must be remembered that the pro- 
caine block is never equivalent to a sympathec- 
tomy. 

What concerns us here and what is the most 
important consideration for the success of the 
operation is the proper case selection. In this 
brief summary, I shall list our indications as 
they have been gradually developed in our clinics. 


TYPES OF VASCULAR DISEASE SUITABLE FOR 
SYMPATHECTOMY 

In congemital vascular anomalies one is often 
forced to tie a large number of blood-vessels, 
arterial venous or non-differentiated. Since this 
procedure, even if carried out in multiple stages 
may impair circulation, often to a point of gan- 
grene, it is advisable to do a preliminary sympa- 
thetic ganglionectomy. In this group, just as in 
the acquired arterial and arterio-venous aneu- 
rysms, one should always perform a lumbar 
sympathectomy first since the protective value 
of the operation has become quite obvious. Pop- 
liteal aneurysms of sclerotic patients can be 
obliterated more safely. Even in the traumatic 
arterio-venous fistulae of young people, where 
collateral circulation is said to be abundant, an 
excision of such fistulae may leave a cold pulse- 
less extremity which is much improved after 
sympathectomy. If possible of course, arterial 
continuity should be restored but this has often 
not been possible in the group seen at the 
Veterans Hospital. Even years after aneurysmal 
repair, the extremity may be improved by sympa- 
thectomy. 

In the late stages of frostbite, immersion limb, 
trench foot there is often demonstrable vaso- 
spasm, cyanosis and hyperhydrosis; also small 
patches of gangrene may be seen which do not 
seem to demarcate and fall off spontaneously. In 
the above-mentioned situation, lumbar sympa- 
thectomy will result in a warm dry foot, the 
blisters and the ringworm infection clear up 
rapidly and the sensitivity to cold disappears. 
However, a large group of patients suffer from a 
neuropathy due to chilling with burning pares- 
thesia or numbness in the soles of the feet and 
such patients do not benefit from sympathetic 








denervation. In fact, this group and a large 
group of psychoneurotics who may have had 
exposure to cold may exhibit an aggravation of 
symptoms and should not be operated upon. 


In causalgic states’ which follow comparatively 
minor battle or industrial injuries, sympathec- 
tomy offers specific relief from pain provided the 
operation is done within a few weeks or months 
following the injury and if purely functional 
states and anxiety neurosis are excluded. In 
addition to a preliminary nerve-block with pro- 
caine, sham-tests with normal salt solution are 
useful since sometimes a spectacular relief of 
pain will occur when the sympathetics are not 
blocked with procaine. This group together with 
the one closely related to it, namely that of post- 
traumatic vasospasm, can be treated with re- 
peated paravertebral blocks, but if these fail, no 
time should be lost in doing a sympathectomy. 
Sympathetic denervation will relieve the pain 
but can not mobilize contracted joints, short 
tendons or atrophic musculature. 


In Raynaud's phenomena, one seldom needs 
to resort to lumbar sympathectomy since primar- 
ily the hands seem to be affected; however, in 
severe vasospastic phenomena, which gradually 
lead to trophic changes, lumbar sympathectomy 
should not be delayed. Dorsal symphathectomy 
for the upper extremities is of course, much 
more often undertaken. In hypertensive patients 
undergoing splanchnic nerve section, Raynaud’s 
phenomena may occur after operation, unless the 
lumbar chain is also removed. Lumbar sym- 
pathectomy is an integral part of the dorso- 
lumbar procedure our clinic performs for the 
treatment of essential hypertension. 


Acrocyanosis, in contrast to Raynaud’s phe- 
noma, shows an even purplish-red discoloration 
and not a triphasic color-change. It may be due 
to cold-agglutination of red-cells, to toxic sub- 
stances, but if these are not found, lumbar 
sympathectomy will relieve the pain and numb- 
ness of the exremities. Hyperhydrosis, often 
associated with acrocyanosis will be readily re- 
lieved by sympathectomy. However, never more 
than two extremities should be denervated in dif- 
fuse hyperhydrosis, since excessive sweating will 
continue and be exaggerated in the non-denerv- 
ated areas. Usually the hands are more in need 
of denervation than the feet unless the latter are 
the seat of intractable ringworm infection and 


350 ILLINOIS MEDICAL JOURNAL 





December, 1947 


eczema. Drying the feet as a result of sympa- 
thectomy, readily clears the skin of superimposed 
skin-infection, maceration and bad odor. 

In livido reticularis, a peculiar mottling of the 
skin in dependent areas, sympathectomy may 
produce a fading of this pattern, but does not 
abolish it. Since pain or ulceration may accom- 
pany this lesion, lumbar sympathectomy is use- 
ful in the advanced cases but should not be 
undertaken for cosmetic results. 

In Buerger’s disease* lumbar sympathectomy is 
of great benefit provided it is undertaken in an 
arrested phase of the disease. When the disease 
is acute, measures such as abstinence from to- 
bacco, high water and salt intake, a series of 
injections of typhoid vaccine or sodium tetra- 
thionate are used until the lesion is in a quies- 
cent stage. At this point, sympathectomy re- 
duces reflex vasospasm, enlarges the collateral 
bed and relieves the crippled circulation from 
fluctuations of vasomotor tone. Lumbar sympa- 
thectomy may have to be done in combination 
with toe-amputations, or leg-amputations, to 
lower the level of adepuate circulation in the 
affected limb. Just as in arteriosclerosis, a toe- 
amputation or an amputation six inches below 
the knee may not heal satisfactorily unless aided 
by a sympathectomy. 

Arterial embolism. Patients may survive an 
arterial embolus to the femoral artery without 
gangrene especially if treated by emergency 
measures of heparin, papaverine and sympathetic 
block. But the post-embolic ischemia results in 
a cold, atrophic painful limb which can be im- 
proved by sympathectomy, if the patient’s general 
cardiovascular status permits. 

Peripheral vascular sclerosis* in the lower ex- 
tremities responds favorably to sympathectomy 
provided the terminal arteriolar bed is intact, 
if the sclerosis is not too advanced in visceral 
organs and if paravertebral block shows good 
response in regard to rise in skin-temperatures 
or increase in walking ability. Here again ampu- 
tations may be performed at levels which were 
hitherto not thought to be advisable if they are 
preceded preferably at the same time by a sympa- 
thectomy. 


SUMMARY 


The indications for lumbar sympathectomy 
were discussed. Such operations free the extrem- 
itv of fluctuations of vasomotor tonus and are 
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useful in lesions such as, congenital vascular 
anomalies, arterial and arterio venous aneurysms, 
exposures to the effect of cold, causalgic states, 
Raynaud’s phenomena, acrocyanosis, hyperhy- 
drosis, livido reticularis, Beurger’s disease, arte- 
rial embolism and peripheral vascular sclerosis. 
122 South Michigan Avenue 
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AMBULATORY ELECTRIC SHOCK THER- 
APY IN AN OUT-PATIENT CLINIC 
H. Roy Jounson, M.D. 

CHICAGO 
The Chicago Community Clinie has grown in 
the past few years from a unit that offered only 
post hospital follow-up care to conditionally dis- 
charged mental hospital patients to an out-pa- 
tient service that offers psychiatric help to the 
community as a whole. The psychiatric service 
given today consists of psychotherapy, brief 
psycho-analysis when possible, supportive ther- 
apy, routine custodial care and social service care. 
The clinic sees approximately 1600 patients in 
an active capacity throughout the year and in 
addition, we are gradually increasing our com- 
munity load with the cooperation of the many 
local welfare agencies. It has been the primary 
aim of the clinic and one of its important func- 
tions to keep the patients from being returned to 
the hospital whenever possible by whatever thera- 

peutic means at our disposal. 

To further accomplish this aim, it was decided 
in the past year to initiate the use of ambulatory 
electric shock therapy. Of course, there is more 
selectivity to be exercised in the choice of patients 
suitable for ambulatory shock therapy in com- 
parison to those hospitalized. The patient must 
not exhibit any anti-social tendencies. must be 
cooperative, show no fear of the therapy and be 
one who is usually anxious to accept ambulatory 
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shock therapy in preference to being hospitalized. 
It is also necessary that there be complete co- 
operation between the relatives, the patient, and 
the psychiatrist. The procedure followed has 
been that if after an initial interview, the ex- 
amining psychiatrist feels that ambulatory elec- 
tric shock therapy is indicated, the patient is 
presented before the staff for a more thorough 
consideration of the necessary therapy. If the 
patient is acceptable for treatment, permission 
is obtained from the nearest relative. A physical 
examination is given and if the patient has had 
no previous electric shock therapy, or has been 
out of the hospital for more than 6 months, an 
electrocardiogram is ordered. In a period of 
approximately a year, 16 patients have received 
courses of ambulatory shock therapy at the 
Chicago Community Clinic. They ranged in 
diagnoses from involutional depression, manic 
depressive, paranoids and hebephrenics. In all 
but one of the 16 cases, we were able not only 
to prevent return to the hospital, but the patient 
was able to pursue his routine activities as far as 
work and recreation was concerned, if they had 
participated in any prior to treatment. A few 
cases may be cited to illustrate. 


J. K., a 40 year old white male, diagnosed: Psychosis 
with chronic alcoholism. Patient was discharged as ré- 
covered in November of 1945. Patient’s wife called for a 
clinic appointment July 20, 1946, at which time she 
stated that the patient’s mood varied from depression 
to marked irritability. Patient stated his wife was dead 
and his father was Hitler. He admitted auditory 
hallucinations and ideas of reference. The patient had 
in his possession a letter from the family physician 
recommending hospitalization. The patient was reluc- 
tant to follow this plan and ambulatory shock treatment 
was suggested. On August 5, he received his first am- 
bulatory shock treatment and subsequently was given 4 
treatments at weekly intervals. After the first treat- 
ment, the wife felt that the patient was more pleasant, 
less argumentative, especially the first two or three days 
following the treatment. By the time the fourth treat- 
ment was completed, the patient’s personality had so 
improved that during the interviews he was pleasant, 
cooperative and stated himself that he felt well enough 
to wait awhile before he wanted more treatments. It 
has been 8 months since the patient has been seen and 
his wife has made no complaints regarding patient’s 
behavior. 


Another type of case prevented from returning 
to the hospital was that of the deteriorated 
schizophrenic, of which many have been released 
during the past year or so because of crowded 
hospital conditions and where the family was 
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willing to keep the patient at home as long as 
his behavior was tolerable. 


H. O., a young deteriorated white male with several 
hospitalizations had been attending the clinic regularly, 
but in July the father stated because the patient was 
absent from the home all hours of the day, returning 
late at night, dishevelled in appearance, partially clothed 
and refusing to cooperate with the family, he felt that 
he could do nothing but return him to the hospital. 
Electric shock therapy was recommended and he cooper- 
ated fairly well mainly because he knew it was a choice 
of that or being returned to the hospital. The patient’s 
condition improved consistently, so that after 12 weekly 
treatments, he was discontinued from therapy and has 
been able to be managed at home. 


Another type of case is the patient who could benefit 
by psychotherapy but was not accessible. M. M., a 
19 year old, white female who had been adopted by her 
mother’s sister at the age of 6. She never was told of 
this nor that her mother died shortly after birth in an 
attack of manic depressive psychosis and that the father 
had deserted the mother during pregnancy. At that 
time, in 1945, patient had her first breakdown, charac- 
terized by restlessness and suicidal tendencies, with 
quite a great:deal of self-depreciation. Electric shock 
brought about a partial remission. She continued to keep 
away from social activities but eventually she started 
to return to her old self; a few months later, she be- 
came over-active, became engaged, broke the engage- 
ment, had considerable difficulty with her foster par- 
ents, particularly on the subject of going out and keep- 
ing unreasonable hours, and eventually was admitted to 
Manteno State Hospital in a hypo-manic state. She 
was conditionally discharged 6 months later without 
having received any shock treatment, but had appar- 
ently improved sufficiently. When first seen at the clinic 
in May, 1946, she was in good contact, but appeared 
to be perplexed, confused, and in a state of tension 
depression. Subsequent contacts revealed that this pa- 
tient was getting progressively more depressed. How- 
ever, certain features in the total picture were sugges- 
tive of a schizophrenic disturbance, but a Rorschach 
showed clear cut deep depressive features. Since there 
was no spontaneous improvement and the patient ap- 
peared to be inaccessible to psychotherapy in this state, 
she was given a course of six electric shock treatments 
on an ambulatory basis at weekly intervals. Each time 
she was given an opportunity for some supportive psy- 
chotherapy. She improved rapidly particularly with re- 
gard to affect, regained her self-confidence and was 
capable of discussion of some of the conflictual material 
which centered mostly around her resentment and ill- 
concealed hostility against her foster parents which was 
quite in conflict with the obvious need for gratitude and 
recognition of what they had done for her. Over a 
period of two months, she was seen five times and on the 
last occasion she had just accepted employment, had her 
teeth fixed and to all appearances was a normal young 
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woman of 19 who was attempting to emancipate her- 
self from her adolescent difficulties, 

Patient was seen recently again after an inter- 
val of three months, seemed to be somewhat 
elated, which, however, could be attributed to 
the fact that she had become engaged to the. son 
of a physician who had originally certified her 
for commitment. It is possible that at the present 
time this patient might again be relapsing into 
a hypo-manie attack but so far she has not in 
any way acted out of the ordinary and her elation 
seems to be appropriate to the situation. Ambu- 
latory shock treatment was used here merely to 
break up the inaccessibility of a very depressed 
person and as an adjuvant to supportive psycho- 
therapy. 


In several other of our depressed patients who 
were treated, no time was lost from work, except 
on the day therapy was given. No complications 
were encountered among any of the patients 
treated. The patients usually were able to leave 
the clinic 142-2 hours after treatment. 


In conclusion, although our facilities were re- 
stricted due to limited nursing personnel, it was 
felt that because of the success in keeping 15 out 
of a possible 16 patients from being hospitalized, 
that the use of ambulatory electric shock therapy 
as an adjunct to our other psychiatric services has 
been a valuable asset to the functions of the 
Chicago Community Clinic. 


DISCUSSION 


Dr. D. L. Steinberg, Elgin, Ill.: Mr, Chairman, I 
have had no experience with ambulatory electric shock 
therapy. However, I will be pleased to make a few 
remarks about this paper. I am especially pleased at 
the figures that were quoted that fifteen out of sixteen 
were prevented from returning to the hospital. It 
points, I believe, to something that should be a part 
of every institution, 


There should be coordination between extramural and 


_intramural activity and probably every institution should 


have within its armamentarium a community type of 
clinic where therapy not only limited to shock therapy 
might be given. If all of them have the success that 
Dr. Johnson and his workers have had, I can see that 
soon there will be no need for any expansion of the 
state hospital. 


However, it is a well: known fact that many of these 
private practitioners in psychiatry are using ambulatory 
shock therapy with varied success and I can’t see a 
decrease in the admission rates as yet. 


There are a few things in the paper that I would 
like to question if we had the time. In the first case 
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that Dr. Johnson mentioned, | was wondering what he 
was treating —- the psychosis or the alcoholism or what. 
If ambulatory shock therapy is a treatment for chronic 
alcoholism, I think that we have something that will 
eliminate a number of people admitted to our institu- 
tion. 

Then of course I am sure that he recognizes the fact 
that electric shock therapy is merely sidestepping a 
much more important issue and that therapy to a pa- 
tient should not be predicated on the matter of whether 
we have room to house him or not be rather on how 
much good we are doing for that patient. Just keep- 
ing him out of an institution maybe from the econom- 
ical standpoint might be all right, but whether that pa- 
tient per se is being helped to face the problems of his 
future and is being returned to a usefulness of living 
in society or not, the paper doesn’t say. 

It says that he stayed out of the institution and 
whether it is proper to have a hebephrenic in various 
stages of regression stay out of an institution, as op- 
posed to being institutionalized and living away from 
the stresses and strains of the normal or the average 
world, in which he can not compete and does not feel 
comfortable in, is another question that of course this 
paper didn’t attempt to answer. 

Dr. I. Finkelman, Chicago: I enjoyed very much 
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Dr. Johnson’s valuable contribution to the practical 
knowledge of electric shock, and of course if it does 
all that, it will keep from overcrowding the state hos- 
pitals and it will be a great contribution. 

I think he mentioned treatment of potential suicide 
patients. The patient can be treated, sent home and then 
commit suicide. That patient would be better off in 
the institution. A patient with hypertension might 
get into trouble. I speak of one I saw after ambu- 
latory shock treatment, and the patient was in great 
distress at home. 

Psychiatry now is either electric shock or psycho- 
analysis. I mean before the institution of shock treat- 
ments, there were many young fellows in the state 
hospitals who were searching for causes of insanity and 
making various attempts to do various tests — chemi- 
cal, clinical, and so on. Now I think most of them 
become preoccupied with electric shock or insulin shock. 

Electric shock does help the patients — I understand 
the hospitals are no longer as overcrowded as they used 
to be. However much the shock treatment is an ad- 
vance, I think it gets the young doctors who become 
psychiatrists hypnotized into thinking they have some- 
thing and they think they might as well try that on the 
patients. I think the shock treatments, in a way, are 
somewhat detrimental to the research spirit. 


AIS 


RESEARCH FELLOWSHIPS 
AVAILABLE AT ILLINOIS 

Announcement of the availability of four re- 
search fellowships to be awarded for one year 
in the fields of medicine, dentistry, and phar- 
macy at the stipend of $1,800 per year has been 
announced by the University of Illinois graduate 
school. 

Appointments cover a calendar year with a 
one month vacation. Fellows are eligible for 
re-appointment with the new applicants. 

Candidates for fellowships must have com- 
pleted a training of not less than eight years 
beyond high school graduation. The training 
may have been acquired in any one of the fol- 
lowing ways, or the equivalent thereof: 

1. Work leading to the B.S. and M.D. degrees 
(in some instances the candidates would have 
the M.S. degree, or an additional year or two 
of hospital training beyond the interne year). 

2. Work leading to the B.S., M.S., and D.D.S. 
degrees. 





3. Work leading to the B.S., or B.A. degree 
in a four-year collegiate course and to the D.D.S. 
degree. 

4. Work leading to the B.S., D.D.S., or M.D. 
degrees. 

5. Work leading to the B.S., or B.A. degree 
followed by a degree in pharmacy (4 year course). 

6. Three years of collegiate work followed 
by a degree in pharmacy (4 year course) and 
M.S. degree in pharmacy. 

Candidates should indicate the field of research 
in which they are interested and submit tran- 
scripts of their scholastic credits, together with 
the names of three former science teachers as 
references. Appointments will be announced 
January 1, 1948, or shortly thereafter. The 
fellowship year begins on July 1, 1948, and in 
some cases on September 1, 1948. 

Formal application blanks may be secured 
from the Secretary of the Committee on Grad- 
uate work in Medicine, Dentistry, and Pharmacy, 
1853 W. Polk Street, Chicago 12, Illinois. 
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PERSONALS : COMING EVENTS : MARRIAGES «: DEATHS 





ADAMS COUNTY 

Personal—Dr. James A. Henderson, Suite 512, 
W.C.U. Building, Quincy, announces that he has 
acquired the practice and records of the late Dr. 
J. Carl Steiner. Dr. Henderson’s practice is limited 
to the eye, ear, nose and throat. 

Society News.—Dr. R. D. Woolsey, St. Louis, 
Mo., discussed “Surgical Treatment of Essential 
Hypertension” before the Adams County Medical 
Society in Quincy, October 13. 

CHAMPAIGN COUNTY 

Personal.—Dr. Carl Greenstein is remodeling a 
newly purchased house at 207 West University 
Avenue, Urbana, for offices for himself .and his 
associate, Dr. Thomas W. Kelson. It is hoped 
that it will be ready about January 1. 

CHRISTIAN COUNTY 

Society News.—Dr. J. T. Jenkins, Peoria, ad- 
dressed the Christian County Medical Society Oc- 
tober 14 on “‘Diseases and Conditions of the Anus 
and Rectum.” 


COOK COUNTY 

Society News.—Dr. M. A. Perlstein, Chicago, 
discussed “Convulsions in Children” and “Medical 
Aspects of Cerebral Palsy” at the University of 
Colorado School of Medicine, Denver, recently. 
On October 23, he conducted a clinic in Albu- 
querque, N. M., at the University of New Mexico 
under the auspices of the New Mexico Society for 
Crippled Children. Other addresses given by Dr. 
Perlstein include “Clinical value of Electroencepha 
lography in Cerebral Palsy” before the Chicago 
Neurology Society, November 11, and “Nonsurgical 
Treatment of Cerebral Palsy” before the Tennessee 
Society for Crippled Children, Kaoxville, November 
26.—Dr. Herbert Rattner, department of derma- 
tology, Northwestern University Medical School, 
addressed the Iowa State Medical Society in Du- 
buque, November 6, on “Malignant Tumors of the 
Skin.” 


354 


Share Fellowship in Cancer Research.—A grant 
of $2,000 for a fellowship in cancer research in 
the field of pathology has been made to the North- 
western University Medical School by the Illinois 
Federation of Women’s Clubs. The _ fellowship 
will be shared by Drs. Joseph T. Chung and Thomas 
J. Madden, research men working under the direc- 
tion of Dr. William B. Wartman, Morrison pro- 
fessor of pathology and chairman of the depart- 
ment. Dr. Chung’s research is centered in the appli- 
cation of a cell-staining method for the early 
diagnosis of cancer. Dr. Madden, working in the 
field of biochemistry, is studying enzymes and 
their relation to malignant neoplasms. 

Otto Bessey Joins Illinois—Dr. Otto A. Bessey, 
44, chief of the division of nutrition and physiology 
at the Public Health Research Institute of New 
York City, was named today as professor of bio- 
chemistry and head of the department at the Uni- 
versity of Illinois. 

Dr. Bessey, noted for extensive research on the 
pathology of deficiency diseases, will assume his 
new duties at the Chicago Professional Colleges 
of the University on March 1, 1948. He will re- 
place Dr. William H. Welker, who has retired 
after 34 years of service. Dr. Olaf Bergeim will 
serve as acting head of the department until Dr. 
Bessey’s arrival. 

Dr. Bessey has been associated with the Public 
Health Research Institute since 1941, serving as 
director from 1942 to 1945. He also serves as 
consultant in nutrition to the Office of the Surgeon 
General. 

Report on Tuberculosis Survey.—Over 200 cases 
of tuberculosis were found among 14,967 residents 
of Maywood and Melrose Park who were surveyed 
this spring. The Tuberculosis Institute of Chicago 
and Cook County reported that about 50 per cent 


of the population volunteered for the x-ray examina- 
tion. 
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Hospital News.—Contracts were recently let by 
Mount Sinai Hospital for the erection of two ad- 
ditional floors, which will house 60 more patients. 
When completed early next spring, the new addi 
tion will give the hospital a capacity of 300 beds 
and 44 bassinets—Swedish Covenant Hospital has 
begun construction of a $600,000 educational build- 
ing and nurses’ dormitories across the street from 
the hospital. The ground floor of the main section 
of the building will contain a student chapel, library 
and living quarters for the superintendent and 
administrative and household staffs, with business 
offices. On the second floor will be two large 
class rooms as well as the nursing arts, dietetics and 
training school 


laboratories and nurses’ 


The remaining space of the five floors will 


science 
offices. 
provide dormatories for 125 student nurses.—Work 
has been started on a new $4,500,000 addition to 
Columbus Hospital with completion scheduled for 
May 1949. 
stories high with a foundation capable of bearing 
will have 23C rooms to 


The hospital annex, which will be six 


three additional stories, 
accommodate 400 patients, bringing the total hos- 
pital capacity to more than 600 patients. 


University News.—Dr. Milton Tinsley, instructor 
in neurological surgery at the University of IIli- 
nois, has been promoted to the rank of assistant 
professor, it has been announced by Dr. Eric Old- 
berg, head of the department. 


Dr. Tinsley graduated from the University of 
Illinois college of medicine in 1934, and received 
his master’s degree in surgery four years later. 
He later served as a fellow in neurosurgery at 
Lahey clinic, Boston, Mass., and then joined the 
faculty of the University of Illinois in 1940 as an 


instructor. 


Dr. Tinsley served in the U. S. Army during 
the war, rejoining the University of Illinois staff 
in November, 1945.—Dr. Hans Selye, director, In- 
stitute for Experimental Medicine, University of 
Montreal, gave the Assembly Hour address at 
the University of Illinois, October 15, on “General 
Adaptation Syndrome and the Diseases of Adapta- 
Dr. William 
of medicine, Tufts Medical School, Boston, gave 


a similar lecture, October 20, on “The Spleen and 


tion.” Dameshek, clinical professor 


Hypersplenism.” 


Northwestern Dean Heads College Association.— 
Dr. J. Roscoe Miller, Dean of Northwestern Uni- 
versity Medical School, was recently named to 
the office of President-Elect of the Association of 


American Medical Colleges, at a meeting held in 
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Sun Valley, Idaho, the latter part of October. The 
association represents 84 medical schools in the 
United States and Canada. 

Gehrmann Lectures.—Dr. John R. Paul of Yale 
University school of medicine, noted for research 
on poliomyelitis, delivered the Gehrmann lectures 
at the Chicago Professional Colleges of the Uni- 
versity of Illinois on November 19-20. 

Dr. Paul spoke on “Poliomyelitis—Certain Epi- 
demiological Aspects”, November 19, and “Polio- 
myelitis—The Clinical Disease”, November 20. 

Dr. Paul has gained recognition for-studies that 
have shown that poliomyelitis may be spread by 
excretions from the intestinal tract as opposed to 
the original idea that infantile paralysis is a disease 
spread by the respiratory route. Dr. Paul is asso- 
ciated with the section of preventive medicine, de- 
partment of medicine at Yale. 

The lectureship was established in 1926 in mem- 

ory of Dr. Adolph Gehrmann, former professor 
of bacteriology and public health at the University 
of Illinois. 
..Medical Training Program for Reserve Offi- 
cers.—A medical ROTC program designed to train 
reserve officers for the U. S. Army Medical Corps 
has been established at the University of Illinois 
college of medicine by the War Department, with 
the approval of Dean John B. Youmans. 

The four-year course will be offered to medical 
students on a volunteer basis. Graduates will re- 
ceive commissions as first lieutenants in the or- 
ganized reserve corps. 

Fifty-three students have signed up for the course, 
including 12 juniors, 27 sophomores, and 14 fresh- 
men. All students who have enrolled are veterans. 

Lieutenant Colonel W. H. Diessner, Waconia, 
Minn., will serve as instructor for the course which 
will be affiliated with the ROTC program on the 
Urbana campus of the University of Illinois, under 
the command of Colonel Harry A. Buckley. 

Students registered in the course will receive 32 
hours of instruction each year. Medical students 
who served in the armed forces will receive ad- 
vanced credit for the freshman and sophomore years, 


upon approval by Colonel Diessner and Dean 
Youmans. 
Juniors and seniors enrolled in the advanced 


course will receive instruction in clinical and medi- 
cal subjects, including preventive medicine, military 
psychiatry, and medical aspects of atomic warfare. 
Freshmen and sophomores will be given an intro- 
duction to military-medical subjects. 

Advanced students will receive rations of $24 
per month, and will be required to complete six 
weeks summer training at Fort Sam Houston, 
Texas, prior to commissioning. Basic students will 
receive no pay. 

The Medical ROTC unit established at the Uni- 
versity of Illinois is one of 48 which have been 
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set up by the War Department at medical schools 
throughout the country. 

Graduates in Occupational Therapy.—Four Uni- 
versity of Ilinois coeds qualified for bachelor of 
science degrees in occupational therapy following 
-the completion of more than four years of training, 
October 31. 

The occupational therapy curriculum was estab- 
lished by the University of Illinois in 1943, and is 
now a part of the department of physical medicine, 


headed by Dr. Herbert W. Kendell. Ninety-seven 


students have been graduated in the curriculum. 


Graduates of the course are now serving in state 
and federal hospitals in 22 states. The demand for 
well-trained therapists is increasing daily, according 
to Miss Beatrice D. Wade, director of occupational 
therapy. 

Students enrolled in the course are given six 
semesters of basic studies on the Urbana campus 
of the University, including instruction in cultural 
subjects, biological science, and technical subjects 
such as arts, crafts, and recreation. 

They also receive one full year of clinica) train- 
ing at the University’s Research and Educational 
hospitals at Chicago, with supervision by the fac- 
ulty of the college of medicine and eight occupa- 
tional therapists. Four additional months in affili- 
ated hospitals complete the program. 

Former Chicago Man Named Acting Chief in 
Veterans Administration—Dr. Paul B. Magnuson, 
former professor of surgery, Northwestern Univer- 
sity Medical School, has been appointed acting chief 
of general medicine and surgery, neuropsychiatry 
and tuberculosis services. As acting head of the 
professional services of the Veterans Administration, 
Dr. Magnuson succeeds the late Brig. Gen. Elliott 
C. Cutler. 

Ernest Irons Appointed Tuberculosis Director.— 
Dr. Ernest E. Irons, Chicago, has been appointed 
a member of the board of directors of the Munici- 
pal Tuberculosis Sanitarium. The appointment was 
made by Mayor Martin Kennelly. Dr. David J. 
Davis, president of the board, recently resigned. 
Dr. Herman N. Bundesen, president of the Chicago 
Board of Health, was recently appointed to mem- 
bership on the tuberculosis board. 

Fund to Study Degenerative Diseases —The Mary 
and Walter S. Ross Research Fund was created 
with a recent gift of $50,000 to Northwestern Uni- 
versity Medical School. The donor was Mr. Walter 
S. Ross, partner in the realty firm of Ross, Browne 
and Fleming and a member of the Northwestern 
University Associates, and the fund will be used 
to support research in the diseases of adulthood 
and old age, such as heart and kidney ailments, 
high blood pressure, arthritis and cancer. 

Phemister Lectureship Proposed.—The establish- 
ment of a Dallas Burton Phemister Lectureship 
at the University of Chicago has been proposed. 
Friends and students will undertake to raise a 
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$30,000 fund for that purpose. Dr. Leon O. Jacob- 


son, associate dean, division of biological sciences, 
is chairman of the Phemister Fund. Dr. Phemister, 


who recently relinquished his duties as chairman 
of the department of surgery, which he organized 
twenty-two years ago, is continuing to work at the 
university as the Thomas D. Jones professor of 
surgery He is also president-elect of the Amer- 
ican College of Surgeons. 

Institute of Medicine Activities—Dr. Joseph L. 
Baer delivered the presidential) address at the 
thirty-second annual dinner and meeting of the 
Fellows of the Institute of Medicine of Chicago 
in the Palmer House, December 2. His subject 
was “American Obstetrics and Gynecology: A 


Mature Specialty.” Dr. Paul R. Cannon, professor 
and chairman of the department of pathology, Uni- 
versity of Chicago School of Medicine, gave the 
Third Richard H. Jaffe Memorial Lecture of the 
[nstitute, November 28, on “Tissue Synthesis as 
a Problem in Pathology.” 

Dr. Cheney Leaves Armour’s.—Dr. Volney S. 
Cheney, medical director for Armour & Co., re- 
cently retired on pension after thirty-two years 
service. He has been succeeded by Dr. Joseph A. 
Hubata., 


Personal.—Dr. Robert B. Lewy, Chicago, has been 
appointed clinical assistant professor of otolaryn- 
gology at the University of Illinois College of 
Medicine. Dr. Lewy has been on the staff of the 
university since 1937 except for a period of five 
years during which time he was on leave of ab- 
sence while on duty with the United States Army. 
—Dr. Alexander Brunschwig, formerly professor of 
surgery at the University of Chicago School of 
Medicine, has been appointed professor of clinical 
surgery at Cornell University Medical College and 
head of the department of surgery at Memorial 
Hospital for the Treatment of Cancer and Allied 
Diseases, New York. Dr. Brunschwig, a graduate 
of Rush Medical College, Chicago, 1926, was on 
the staff of Boston City Hospital before he came 
to the University of Chicago. He was a fellow 
of the National Research Council with Professor 
Rene Deriche in Strasbourg, France, 1930 to 1931, 
and has served on the staffs of the Chicago Clinics 
and Albert Merritt Billings Hospital, Chicago. 

CRAWFORD COUNTY 

Harry Hedge Holds Clinic_—Dr. Harry M. Hedge, 
Chicago, assistant professor of dermatology, North- 
western University Medical School, held a wet 
clinic at the Robinson Country Club, November 
13. Dr. Hedge demonstrated the removal of birth 
marks with CO, Snow and in the evening presented 
an illustrated lecture on “Treatment of Common 
Skin Disorders.” 

FRANKLIN COUNTY 

Society News.—Dr. W. J. Gillesby, secretary of 
the Effingham County Medical Society, addressed 
the Franklin County Medical Society in West Frank- 
furt, October 16, on “Breast Lesions.” 
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GREENE COUNTY 


Society News.—Dr. F. Garm Norbury, Jackson- 
ville, addressed the Green County Medical Society 
in White Hall, September 12, on “Psychosomatic 
Medicine.” This was a joint meeting of the physi- 
cians and dentists of the county. 

MACON COUNTY 

Society News.—Dr. Chester Coggeshall, assistant 
professor of medicine, Northwestern University 
Medical School, discussed “Diabetes” before the 
Macon County Medical Society, October 21. 

Personal.—Dr. George Haan was a delegate of 
the Macon County Medical Society to the sympo- 
sium on cancer in Chicago, November 17-21 spon- 
sored by the Illinois Division of the American 
Cancer Society. Dr. Haan is the third representa- 
tive from Macon County, the other two physicians 
being Dr. Arthur L, Ennis and Dr. Carl P. Birk. 
—Dr. Gabriel B. Kramer, pathologist at St. Mary's 
Hospital, has moved to Rockford.—Dr. Walter W. 
Murfin, formerly captain in medical corps, Army of 
the United States, has recently become associated 
in the practice of surgery with Dr. Ciney Rich 
and Dr. Maurice D. Murfin, Decatur. 
of the group are 570-575 Citizens Building. 

Proposed Blood Bank—Macon County Medical 
Society recently approved the establishment of a 
blood bank for Macon County to be operated by 
the local chapter American Red Cross. The pro- 
gram is expected to provide a ready supply of 
whole blood to both Decatur hospitals without cost 
to the patient other than for the hospital’s and the 
physician’s services. 

MACOUPIN COUNTY 

Society News.—Dr. Norman Tobias, dermatolo- 
gist, St. Louis, addressed the Macoupin County 
Medical Society in Carlinville, September 23, on 
“Contact Dermatitis.” 


MADISON COUNTY 
Personal.—Dr. Thomas J. Kelly, Wood River, 
was recently made a fellow of the United States 
Chapter of the International College of Surgeons. 


McLEAN COUNTY 

Society News.—“‘Anesthesia for the Aged” was 
the topic presented before the McLean County 
Medical Society in Bloomington, October 14. The 
speaker was Dr. W. Allen Conroy, department of 
anesthesiology, St. Luke’s Hospital, Chicago. Dr. 
W. H. Atkinson is secretary of the county medical 
society. 


New offices 


MORGAN COUNTY 

Personal.—Dr. Joseph Panella, Chicago, 
opened an office in Meredosia, newspapers report. 

Hospital Observes Centennial.—The Jacksonville 
State Hospital recently observed its one hundredth 
anniversary. The Welfare Bulletin for July carries 
a complete history of the hospital from the time 
of its inception, with the passage of an act and 
signed by Governor Augustus C. French, March 
1, 1847, to the present day. Dr. James L. Smith 


has 
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has been superintendent of the hospital since No- 


vember 1941, 
PEORIA COUNTY 

Society News.—Dr. Edward H. Massie, associate 
professor of medicine, Washington University 
School of Medicine, St. Louis, discussed “Recent 
Advances in Coronary Diseases” before the Peoria 
Medical Society in Peoria, October 21. Dr. Walter 
C. Alvarez addressed a joint meeting of the North 
Central Medical Society and the Peoria Medical 
Society, November 6, in Peoria. 

ROCK ISLAND COUNTY 

Society News.—Dr. Russell Myers, professor of 
neurosurgery, University of lowa, College of Medi- 
cine, addressed the Rock Island County Medical 
Society, October 14, on “Paroxysmal Convulsive 
Disorders.” 

SCHUYLER COUNTY 

New Officers—Dr. H. O. Munson, Rushville, 
was elected president of the Schuyler County Medi- 
cal Society at its annual meeting, October 15, in 
Rushville. Other officers include Drs. V. M. Cor- 
man, Pleasantview, vice president, and Charles K. 
Carey, Rushville, De. €. MM. 
Fleming, Rushville, was named delegate to the 
Illinois State Medical Society, and Dr. F. E. Dun- 
can, a new member, alternate delegate. 


VERMILION COUNTY 

Society News.—Dr. J. R. Heaton gave a discus- 
sion on health precautions in the schools: and in 
the homes before the Lincoln School Parent-Teach- 
ers’ Association, October 13.—Dr. Percy Hopkins, 
Chicago, President-Elect of the. IHinois State Medi- 
cal Society, addressed the Vermilion County Medi- 
cal Society, October 7, on “Pyloric Stenosis” and 
Dr. George E. Johnson, Chicago, “Intestinal Ob- 
struction.” 


secretary-treasurer. 


WINNEBAGO COUNTY 

Society News.—Dr. Herman M. Pollard, Ann 
Arbor, Mich., addressed the first regular monthly 
meeting of the Winnebago County Medical Society, 
October 14, in Rockford, on present aspects in 
diagnosis and treatment of gastric disorders. 

Personal_—Dr. Carl E. Olson is the new resident 
physician at the Swedish-American Hospital, Rock- 
ford, succeeding Dr. LeBaron P. Johnson who is 
now in private practice in Rockford. Dr. Olson, 
who graduated at Northwestern University Medical 
School, Chicago, recently completed a 16 month 
internship at Augustana Hospital, Chicago. 


GENERAL 

Ambulatory Fracture Association.—Illinois physi- 
cians who gave the addresses of welcome during 
the Eighth Annual Meeting of the Ambulatory 
Fracture Association in Aurora, October 9-11, were 
Drs. H. D. Junkin, Paris, president of the associa- 
tion; H. Kenneth Scatliff, Chicago, who represented 
the Illinois State Medical Society, and C. O. Heim- 
dal, Aurora. Illinois physicians who are on the 
board of governors are Dr. H. W. Wellmerling, 
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Bloomington, and Dr. Charles P. Blair, Monmouth. 
Among Illinois physicians who participated in the 
program were Dr. H. W. Wellmerling, Blooming- 
ton, on “High Shaft Fractures”; Dr. James Valen- 
tine, Chicago, on “Fractures of the Hip”; Dr. Jo- 
-seph E. Verhaag, Chicago, on “Fractures”; and 
Dr. Wm. Johnson, Galesburg, who gave a review 
of two hundred cases. 

Psychiatrists Choose Officers.—Dr. Ralph Hamill, 
Chicago, is the president of the Illinois Psychiatric 
Society; Dr. D. Louis Steinberg, Elgin, vice presi- 
dent, and Dr. Irene C. Sherman, 912 South Wood 
Street, Chicago, secretary-treasurer. Councilors are 
Drs. Joseph A. Luhan and H. H. Garner, both 
of Chicago. 


Three Physicians Select Site for Tuberculosis 
Hospital—Dr. Robert S. Berghoff, Dr. Warren 
W. Furey, and Dr. Foster McMillan were recent- 
ly designated by Governor Green to help select a site 
for the construction of a tuberculosis sanitarium. 
The hospital will be owned and operated by the 
state. The group met with the Governor at a lunch- 
eon at the Illini Union in Chicago, November 7, 
according to the Chicago Tribune. The committee 
voted to erect the 500 bed institution on a ten acre 
reservation inside the west side medical center 
development. 


The area occupies an entire block and is bounded 
by Roosevelt Road, Taylor Street, Damen Avenue, 
and Wolcott Avenue. The state will pay the medical 
center commission $85,000 for the property that the 
body still must acquire as part of its land assembly 
program. 


Action was taken by the committee at a joint 
meeting with members of the medical center com- 
mission after luncheon attended by Governor Green 
and Dr. Roland Cross, Illinois state health director, 
in the Chicago Illini Union Building, 715 South 
Wood Street. 

State School Approved for Residency Training.— 
The American Medical Association and the Ameri- 
can Board of Psychiatry and Neurology recently 
notified the Lincoln State School & Colony that it 
has been approved for residency training. At the 
present time there are ten institutions, out of a pos- 
sible thirteen, in the Illinois Department of Public 
Welfare which have been approved by the Ameri- 
can Medical Association for residency training. 
These include Chicago State Hospital, Elgin State 
Hospital, Kankakee State Hospital, Manteno State 
Hospital, Illinois Neuropsychiatric Institute (Chi- 
cago), Veterans’ Rehabilitation Center (Chicago), 
Jacksonville State Hospital, Peoria State Hospital, 
Alton State Hospital, and now the Lincoln State 
School & Colony. 


The Illinois Department of Public Welfare has a 
three year residency training program, in con- 
junction with the University of IIlinois. This in- 
cludes a period of training at the state hospitals; 
the basic science and clinical training at the IIli- 
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nois Neuropsychiatric Institute, which is the re- 
search unit; training in out-patient work at the 
Veterans’ Rehabilitation Center, together with affili- 
ated work in the Behavior Clinic and the Psycho- 
pathic Hospital. This is a rotating three year period 
of training and meets the requirements of the Ameri- 
can Board of Psychiatry. 


Professional Opportunity for Cancer Study.— 
Dr. Warren H. Cole, Chairman of the Cancer Com- 
mittee, Illinois State Medical Society, has announced 
completion of the third symposium on cancer spon- 
sored by the Illinois Division, American Cancer Soci- 
ety, Inc. This program has been approved by the II- 
linois State Medical Society. More than one hundred 
Illinois physicians have attended these symposia. 


Dr. Cole calls attention to the increasing awareness 
of the public to the dangers of cancer, and their ex- 
pectation of early diagnosis and treatment on the 
part of the physician. He points out that in scope 
and quality of instruction, these refresher courses pro- 
vide an unusual opportunity for physicians to become 
familiar with the latest developments in the cancer 
field, and what is perhaps of more importance, increase 
their alertness in the early diagnosis of the one disease 
which, if neglected, is invariably fatal. 


The next symposium will be held from January 19 
to 23, 1948. An invitation has been extended to each 
county medical society with the request that names of 
physicians be recommended: for attendance. There is 
a limited capacity and, in general, selection is made in 
order of receipt of application. The expense of a 
hotel room is provided by the American Cancer Society 
and each physician will be refunded the amount of 
his railroad fare from his home to Chicago and re- 
turn. A motor bus is provided daily for transporta- 
tion. Application should be made to the President or 
Secretary of the county medical society. 


The program of the next symposium will be essen- 
tially the same as that which was given in November 
when thirty-four physicians lectured on all aspects 
of diagnosis and treatment, and the facilities of North- 
western, Loyola, Illinois and Chicago university medi- 
cal schools and Mercy and Michael Reese hospitals were 
used. The comprehensive character of these symposia 


has been especially commended. 


HEALTH DEPARTMENT ACTIVITIES 


Report on Laboratory Tests.—With the execution 
of more than a million tests, the laboratories of 
the Illinois department of public health performed 
a considerably larger volume of work during the 
12-month period ending June 30 than in any pre- 
vious year of record, according to a report sub- 
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mitted October 15 to Governor Dwight H. Green 
by Dr. Roland R. Cross, state director of public 
health. 

Of the 1,001,462 examinations performed in the 
Department’s five diagnostic laboratories, 986,478 
were tests on specimens submitted for the purpose 
of detecting communicable diseases and 14,984 were 
tests of milk and water samples. 


The search for evidence of syphilis was the pur- 
pose of 642,249 tests. Dr. Cross pointed out that 
this figure represents repeated tests which are 
made in establishing a diagnosis of syphilis as 
well as those for checking on the efficacy of 
treatment. 


A further analysis of the report shows that 
of the specimens tested for syphilis, 129,497 were 
taken in compliance with the State’s hygienic mar- 
riage law, and 97,261 were tests made on blood 
specimens submitted from expectant mothers. Of 
the prenuptial tests, 2,472, or almost 2 per cent, 
showed evidence of syphilitic infection, while posi- 
tive evidence of the disease was found in 1,171, or a 
little more than 1 per cent, of the prenatal examina- 
tions. 

Other diseases responsible for significantly large 
numbers of laboratory tests include gonorrhea, 
200,780; typhoid fever, 34,034; tuberculosis, 29,952; 
undulant fever, 24,160; and diphtheria, 8,443. 


Dr. Cross emphasized the fact that these figures 
represent only a small proportion of the total 
diagnostic tests made in all of the laboratories of 
Illinois. 


“The growth of this work,” he stated, “implies 
a greater confidence in laboratory procedures as 
an aid in the accurate diagnosis of communicable 
diseases.” 

The five diagnostic laboratories of the depart- 
ment are located at Carbondale, Champaign, Chi- 
cago, East St. Louis and Springfield. 


New Cancer Diagnostic Clinic—A state aided 
diagnostic clinic was opened at the Ryburn Memo- 
rial Hospital, Ottawa, October 10, under the direc- 
tion of Dr. Clifford L. Carter. Dr. Roswell T. 
Pettit will serve as radiologist and Dr. Paul Ross, 
pathologist. Clinic sessions will be held the sec- 
ond and fourth Friday of every month beginning 
at 10:30 in the morning. The opening of the 
Ottawa center brings to fifteen the number of such 
clinics which are now in operation throughout IIli- 
nois. 

Hospital Construction Program Expands.—On 
October 24, Mercer county became eligible under 
the state’s funds for the building of a public hos- 
pital under the state’s long range program spon- 
sored by Governor Dwight H. Green, when the 
county’s applications for financial aid were ap- 
proved by Dr. Roland R. Cross, state director of 
public health. Mercer is one of 28 counties in 
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the state which have no hospital facilities of any 
kind at the present time. 

A 50-bed public hospital is to be constructed at 
Aledo, by Mercer county at an approximate cost of 
$695,650. One-third the cost of the project, $231,- 
883, has been requested from Federal funds and 


one-third from State money. Local funds avail- 
able as the result of a bond issue approved by 
voters of Mercer county will provide the remainder 
of the construction costs, as well as maintenance 
and operation costs. The applications for Federal 
and State aid in financing the new project were 
signed by Morton E. Peterson, Chairman of the 
County Board of Supervisors. 


Fireproof throughout, the Aledo hospital is to 
be a three-story brick and concrete building, pro- 
viding beds for medical, surgical and maternity 
patients. It will also be equipped with 12 bassinets, 
an X-ray department, and an eye, ear, nose and 
throat clinic. 


The Mercer county applications for financial aid 
bring to seven the number of hospital projects 
that have already been approved by the state health 
department. 


Other approved applications provide for the con- 
struction of general hospitals at Mt. Vernon, Anna, 
Fairfield, Lawrenceville and Flora, and for the 
construction of a State tuberculosis sanatorium 
at Mt. Vernon. Lawrence county headed the list 
of counties taking advantage of the program when 
its applications were approved on Oct. 6. 


The plans approved provide for a 50-bed public 
hospital in Flora to be constructed by the county 
at an approximate cost of $725,000. Funds in 
the amount of $236,775 have been requested from 
federal sources, and $229,519 has been requested 
from state money. The remainder of the con- 
struction costs will come from local funds available 
as a result of a bond issue approved recently by 
the voters of Clay county, and from money already 
pledged by residents of the community. Local 
funds are also available to offset any deficit that 
may arise from costs of maintenance and operation. 
An additional tax for maintenance purposes will 
be levied by the county as needed. 


The Flora hospital is to be a one-story, fire-proof 
building of concrete and steel. In addition to beds 
which will be available for medical, surgical and 
maternity patients, the hospital will be equipped 
X-ray facilities and modern treatment and 
examining rooms. 


with 


Leslie Knott Goes to Greece—Dr. Leslie W. 
Knott, Surgeon, U. S. Public Health Service, has 
been transferred to the U. S. Department of State 
for duty with American Mission for Aid to Greece. 
The new assignment terminates a leave of absence 
from the Service November 1945 during 
which time he served as Medical Administrative 
Assistant to Dr. Roland R. Cross, Director, Illinois 


since 
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Department of Public Health. Dr. Knott left for 
Greece on November 12 and will serve as a liaison 
officer between the headquarters of the Mission 
in Athens and the various field units. 

Death Rate From Whooping Cough Increases.— 
_ Whooping cough, which accounted for 29 deaths, 
was the only communicable disease responsible 
for significantly higher mortality than in the first 
seven months of last year, when the disease took 
the lives of 13 persons. Of the 29 persons who 
succumbed to whooping cough, 23 were under one 
year of age. 

Whooping cough has long been known to be ex- 
tremely dangerous to infants and young children. 
The control of the disease is dependent upon im- 
munization among this group of our population. 

Causing an average of 18 fatalities daily in Illinois 
during the first 7 months of this year, the common 
contagious diseases were responsible for 3,884 deaths 
during the period, as against 3,960 for the corre- 
sponding months of 1946, according to a report 
released by Dr. Roland R. Cross. 

Particularly noteworthy in the report is the low 
mortality from diphtheria, scarlet fever, measles and 
poliomyelitis. Up to August 1 the combined num- 
ber of deaths from these diseases totaled 16, as 
compared with 96 for the same period of 1946, a 
decrease of more than 80 per cent. 

Pneumonia was by all odds the leader among 
the communicable diseases, being responsible for 
1,965 deaths, an average of about nine daily. This 
figure is slightly higher than that for the same 
period in 1946 when the number of pneumonia 
deaths stood at 1,831. Tuberculosis ranked sec- 
ond, accounting for 1,664 deaths as compared with 
1,825 for the corresponding months of last year. 

Influenza was charged with 204 deaths, as against 
188 for the 1946 period, and six deaths were charged 
to typhoid fever, as against seven deaths for the 
same months of 1946. 

Dr. Cross also pointed out that vaccines for the 
purpose of immunization are provided free to any 
Illinois physician by the State Department of Public 
Health. 
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An uncalled for dermatologic clinic was held in 
Effingham, Thursday morning, October 30, when 
Dr. Harry M. Hedge, one of the participating physi- 
cians in the afternoon Postgraduate Conference of 


the Illinois State Medical Society, volunteered his- 


services to the physicians of the local area who 
wished it. Dr. W. J. Gillesby, secretary of the Ef- 
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fingham County Medical Society, was so enthu- 
siastic about the voluntary offer that he and his 
colleagues rounded up twenty cases for presenta- 
tion. 


Dr. E. A. Piszezek, Chicago, director of the Cook 
County Health Department, appeared on the No- 
vember 13 Postgraduate Conference of the Illinois 
State Medical Society in Lincoln and hurried back 
the same day to address the Hawthorne Science 
Club, Western Electric Company, on infantile pa- 
ralysis, traveling several hundred miles within a 
few hours to keep both engagements. 


The Council on Medical Service, American Medi- 
cal Association, recently distributed 3,100 copies of 
HEALTH TALK, issued by the Educational Com- 
mittee. The Illinois Society of Mental Hygiene 
asked for and received 1,700 copies of the issue 
of HEALTH TALK, entitled “Care for Tiny Tots” 
for distribution to its mailing list. 


The exhibit, “The Doctor and His Medical So- 
ciety”, brought out this year by the Illinois State 
Medical Society, made its first appearance at a 
branch meeting when Dr. John L. Reichert, Secre- 
tary of the North Shore Branch, Chicago Medical 
Society, scheduled it for the meeting, November 4. 
The following day the exhibit went to the Univer- 
sity of Illinois College of Medicine for a two 
weeks’ showing before the medical students. 


November 3 was designated Health Week by 
the Chicago Y.W.C.A. The Educational Com- 
mittee and the Committee on Medical Service and 
Public Relations cooperated in the programs planned 
for the six centers in the Chicago area. “How 
We Grow Before We Are Born”, an exhibit ar- 
ranged by Dr. Frederick Falls and Miss Charlotte 
Holt in conjunction with the Illinois Department 
of Public Health, was shown at the Central Y.W. 
C.A. through the Educational Committee. In addi- 
tion the following lectures were arranged at the differ- 
ent centers: 


Dr. John Mannix, Chicago, Y.W.C.A., 101 South 
Ashland, November 4, Health Insurance as _ it 
Affects the Individual. 

Dr. Franklin Fitch, Chicago, Y.W.C.A., Negro 
Center, 4559 South Parkway, November 4, Feminine 
Hygiene. 

Dr. Paul Boswell, Chicago, Y.W.C.A., Negro 
Center, 4559 South Parkway, November 4, Skin, 
Hair and Cosmetics. 

Dr. Franklin Fitch, Chicago, Y.W.C.A., Negro 
Center, 4559 South Parkway, November 5, Feminine 
Hygiene. 

Dr. Morton Baker, Chicago, Y.W.C.A., Negro 
Center, 4559 South Parkway, November 5, Cancer. 

Dr. Robert S. Herzog, Chicago, Y.W.C.A., 101 
South Ashland, November 6, What is Heart Disease. 


“Doctors and Horses” is the title of a new 
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brochure discussing the health care of the family 
which has been developed by the Committee on 
Rural Health of the Illinois State Medical Society 
and the Committee on Medical Service and Public 
Relations. The brochure was distributed during 
the National Farm Show at the Coliseum, Chicago, 
November 29-December 7, by attendants of the ex- 
hibit of the state medical society on “The Doctor 
and His Medical Society.” 


Postgraduate Education Committee of the Illinois 
State Medical Society: 


For the Second Councilor District including 
counties of Whiteside, Lee, Bureau, La Salle, 
Putnam, Marshall, Woodford and Livingston, at 
the Hotel Clark, Princeton, Thursday, December 
4, with Dr. H. T. Pettitt, Morrison, presiding as 
councilor. Chicago physicians participating in- 
cluded: 

Dr. Ralph A. Reis, Occiput Posterior Persistent. 

Dr. Herbert E. Schmitz, Normal Delivery versus 
Cesarean Section in Eclampsia. 

Dr. Chauncey C. Maher, Diagnosis and Manage- 
ment of Coronary Thrombosis and Coronary Scler- 
Osis. 

Dr. Paul S. Rhoads, Present Day Management 
of Pneumonia. 

Dr. Stanley Fahlstrom, Treatment of Atrophic 
Arthritis. 

Dr. Irving H. Neece, Decatur, president of the 
Illinois State Medical Society, delivered an ad- 
dress in the evening. 


Lectures Arranged Through the Scientific Service 
Committee of the Illinois State Medical Society: 

Dr. Harry A. Oberhelman, Chicago, Bureau 
County Medical Society, November 11, Perry 
Memorial Hospital, Princeton, Surgery of the 
Colon. 

Dr. Harry M. Hedge, Chicago, Five County 
Medical Society (Clark, Jasper, Richland, Law- 
rence, Crawford) in Robinson, November 13, a 
“wet clinic” in the afternoon and in the evening, 
Treatment of Common Skin Disorders. 

Dr. Philip Thorek, Chicago, La Salle County 
Medical Society, November 13, Intestinal Obstruc- 
tion. 

Dr. Edward D. Allen, Chicago, Will-Grundy 
County Medical Society, Joliet, November 13, 


Dr. John R. Mart, Chicago, Henry County 
vember 20, Postoperative Cardio-Respiratory Com- 
plications. 

Dr. F. Garm Norbury, Jacksonville, Logan 
County Medical Society, November 20, Psychoso- 
matic Medicine. 


cular Disease. 


Medical Society, November 25, Carcinoma of the 7, 
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Colon. 


Dr. Ralph H. Kunstadter, Chicago, Will-Grundy 
County Medical Society, Joliet, January 8, Diz- 
ziness. Diarrhea Problems Among the Newborn. 

Dr. Paul A. Campbell, Chicago, Will-Grundy 
Medical Society, Joliet, January 8, Dizziness. 

Dr. Arkell M. Vaughn, Chicago, Logan County 
Medical Society, Lincoln, January 15, Varicose 
Vein Surgery. 


Lectures Arranged Through the Educational Com- 
mittee of the Illinois State Medical Society: 


Mr. John Neal, Chicago, Executive Secretary 
Committee on Medical Service and Public Rela- 
tions, Illinois State Medical Society, Parent 
Teacher Association, Cook School, Chicago, Oc- 
tober 16, Compulsory Health Insurance. 

Dr. Everett P. Coleman, Canton, New Century 
Club in Monmouth, October 20, Socialized Medi- 
cine. 

Dr. John L. Tavenner, Dixon, Genoa Woman’s 
Club, Genoa, October 29, Cancer and the Meno- 
pause. 

Dr. Josiah J. Moore, Chicago, American As- 
sociation of University Women, Danville, No- 
vember 3, Why We Have Progress in Medicine. 

Dr. Roy Kegerreis, Elmhurst, Parent Teacher 
Club, Berwyn, November 6, Compulsory Health 
Insurance. 

Dr. Roy Kegerreis, Elmhurst, Parent Teacher 
Association, Monee School, Monee, Instructions in 
Matters of Sex and Mental Health. 

Dr. Robert R. Mustell, Chicago, High School 
PTA, Glen Ellyn, November 10, What Parents 
Should Know About the Psychology of Children. 

Dr. Robert R. Mustell, Chicago, Lawson Y.M. 
C.A., Chicago, November 17, War and Disease. 

Mr. John Neal, Chicago, Executive Secretary, . 
Committee on Medical Service and Public Rela- 
tions, Illinois State Medical Society, South Town 
Woman’s Club, Chicago, November 17, Compul- 
sory Health Insurance. 


MARRIAGES 


Hans M. ScuHaprtre to Miss Lillian Levin, both of 


Endometriosis. Chicago, September 4. 


Victor DARWIN THomas, Galesburg, Illinois, to Miss 


Medical Society, Hotel Kewanee, Kewanee, No- dna Naomi Bueckmann, St. Louis, Missouri, June 21. 


DEATHS 


E_Mer L, Apple, Golden Gate, who graduated at 


Dr. William J. Pickett, Chicago, Marion County Hospital College of Medicine, Louisville, Kentucky, 
Medical Society, Centralia, November 20, Vas- in 1898, died October 23, aged 72. 


WaAtrteER A. Bock, Chicago, who graduated at Loyola 


Dr. Michael H. Streicher, Chicago, Saline County University School of Medicine in 1938, died November 


aged 35. He was assistant medical director for 
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United Air Lines and an Air Forces flight surgeon 
during World War II 

LeonArD Louis CHARPIER, Chicago, who graduated 
at University of Illinois College of Medicine in 1921, 
died October 3 of a heart attack, aged 49. He had 
practiced medicine in the Roseland District for 25 
years. 

LestigE D. Darner, Granite City, who graduated at 
Washington University School of Medicine, St. Louis, 
Missouri, in 1913, died September 15, of pneumonia, 
aged 59. He served as president of Madison County 
Medical Society in 1937. 

Oscar Dopp, Glenview, retired, who graduated at 
University of Illinois College of Physicians and Sur- 
geons in 1890, died October 15, aged 83. 

THEODORE JOHNSTON, Chicago, who graduated at Ben- 
nett Medical College, Chicago, in 1905, died October 
12, aged 73. He was for 40 years a physician for the 
Topeka & Santa Fe Hospital Association. 

SAMUEL L. LE Ving, Chicago, retired, who graduated 
at Illinois Medical College in 1909, died October 7 
in the Illinois Masonic Hospital, aged 63. 

Asert W. MEyEr, Bloomington, who graduated at 
Rush Medical College in 1897, died July 26, aged 77, 
of myocarditis. For many years, he served on the 
U. S. Board of Pension Examiners. 
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Frank T. MurpuHy, Chicago, who graduated at Uni- 
versity of Illinois College of Physicians and Surgeons 
in 1902, died in his home, October 15, aged 67. He had 
practiced on the west side for 46 years and was a 
member of the staff at the Garfield Park Community 
Hospital. 

WILLIAM STEPHEN SCHULER, Chicago, who graduated 
at Jenner Medical College in 1905, died August 24, aged 
74, of cerebral hemorrhage. 

CHARLES PorTER SMALL, Chicago, who graduated at 
the Medical School of Maine, Portland, 1889, died in 
Princeton, Ill., September 25, aged 83, of hypertensive 
heart disease. He was a past president of the Chicago 
Ophthalmological Society and clinical associate in the 
eye department at Rush Medical College. 

SAMUEL SULLIVAN, Chicago, who graduated at Dear- 
born Medical College, Chicago, in 1907, died October 
8, aged 71, of a heart attack. 

Aucust StraucH, Chicago, who graduated at Medi- 
zinische Fakultat der Universitat, Wien, Germany, in 
1898, died October 16, aged 75. 

JuLes ALEXANDER WIMBERLY, Chicago, who grad- 
uated at Baylor University College of Medicine, Dallas, 
Texas, in 1924, died July 26, aged 51, of cerebral hemor- 
rahage and hypertension. He had served on the staff 
of St. Joseph’s Hospital. 


CRY 


NAIL REMOVED FROM SMALL 
INTESTINE BY MAGNET FOR FIRST 
TIME 


For the first time a foreign body has been re- 
moved from the duodenum by a magnet, accord- 
ing to an article in the October 18 issue of The 
Journal of the American Medical Association. 
Up to this time a serious surgical operation has 
always been necessarry, say the writers, Murdock 
Equen, M.D., Robert Gilliam, M.D., and Merrill 
Lineback, M.D., all associated with the Ponce de 
Leon Ear, Nose & Throat Infirmary of Atlanta, 
Ga. 


The case involved a four-year-old boy who had 
swallowed a nail, which reached the second por- 
tion of his duodenum, point up, two days later. 
An operation was planned. Then someone sug- 
gested that perhaps the nail could be removed 
by means of the magnet which has so greatly 


‘eight body from the stomach. 


simplified the removal of safety pins from the 
windpipe and the removal of any magnetic for- 
The boy was 
brought to the Ponce de Leon infirmary. 

With the help of a “chocolate malted” the 
child finally succeeded in swallowing a new model 
of the magnet, slightly curved so that it could 
get around curves more easily, and with a groove 
around one end holding a loop of strong waxed 
thread. Several hours later he exclaimed that 
he had “felt something click,” and complained 
of a dull pain. An x-ray showed the magnet 
in contact with the nail. 

The boy was then given ether, and under x-ray 
guidance the magnet and nail were slowly pulled 
back into the stomach by the string. All three 
could then be rapidly withdrawn. The pro- 
cedure took less than two minutes, the doctors 
report, and by the next day the boy was none 
the worse for his experience. 
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